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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 2,3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Hornings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma-  > 
cologic  activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking  agents. 

The  drug  is  not  recommended  at  thi 
present  time  in  patients  under  12  ye 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  d 
turbances  of  accommodation,  swea 
ing,  dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis 
orientation),  activation  of  psychosis  f 
schizophrenics  and  agitation  (inclu 


; 


When 
a milestone  in  life 

is  marred 
by  depression... 


lypomanic  and  manic  episodes) 

:h  may  require  dosage  reduction 
'or  addition  of  a tranquilizer  or 
horary  discontinuation  of  the  drug, 
sptiform  seizures,  orthostatic 
^tension  and  substantial  blood 
sure  fall  in  hypertensive  patients, 
iura,  transient  jaundice,  bone  mar- 
depression  including  agranulocy- 
s,  sensitization  and  skin  rash 
jding  photosensitization,  eosino- 
a,  and  mild  withdrawal  symptoms 
udden  discontinuation  after  pro- 
led  treatment  with  high  doses, 
asional  hormonal  effects  (im- 
mce,  decreased  libido,  and  estro- 
c effects)  may  be  observed, 
pine-like  effects  may  be  more 
lounced  (e.g.  paralytic  ileus)  in 
:eptible  patients  and  in  those 
g anticholinergic  agents  (includ- 
antiparkinsonism  drugs). 
latient  Adult  Dosage:  Initially, 
ig.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter. . .she’s  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Tofranil- 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


For  your  impatient  cold  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


Neo-Synephrine® (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Th@nfadil®(brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis, 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 

the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 

is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 

should  be  avoided.  | 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 

of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  - M 

(1  fl.  oz.)  with  dropper. 
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Winthrop  Laboratories 
New  York,  N.Y.  10016 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incident 
in  patients  receiving  oral  contracep 
tives : nausea,  vomiting,  gastrointes 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema 
chloasma  or  melasma,  breast  changt 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increas 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  givei 
immediately  postpartum,  cholestati 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  an 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  functio 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  i 
PBI  and  butanol  extractable  protein 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-I  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


* : «** 
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Armada  Assurance  Agency,  Inc. 

" Dedicated  to  the  service  of  Arizona  Physicians' ' 
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THE  INSURANCE  PORTION  OF  YOUR  HR  10  PROGRAM 


President 


Tony  Ziehler,  C.L.U. 
Tucson 
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BALANCED 
FLEXIBLE 


MEET  THE  PEOPLE  WHO 
WILL  BE  AT  YOUR  SERVICE 


The  Armada  Agency  also 
Offers  Complete  Service  in: 


Vice  President 


Ron  Frazier 
Mutual  Funds 


ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 
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Suite  91  9 

3550  N.  CENTRAL 
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Editorials  of  Arizona  Medicine  are  the  opinions 
of  the  authors  and  do  not  necessarily  represent  the 
official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


THE  NEW  LOOK 


Several  months  ago,  the  Publishing  Committee 
of  ArMA  and  the  Editorial  Staff  of  ARIZONA 
MEDICINE  determined  to  differ  rather  radic- 
ally with  what  had  through  the  years  become 
rather  firm  beliefs  in  the  basic  composition  of 
this  particular  publication.  We  were  sentimental 
about  some  features  but  felt  that  progressive 
changes  in  other  areas  could  only  result  in  ulti- 
mate good.  This  month  we  introduce  our  first 
innovation. 

Our  cover  this  month  is  entirely  new  — a full 
color  picture  — with  even  a change  in  the  type 
of  print  used  in  our  title.  The  covers  hereafter 
will  be  keyed  either  to  the  content  of  a particular 
issue  or  will  represent  some  basic  thought  or 
principle  — in  this  case,  a sunrise  signifying  the 
beginning  of  a new  day  — or  period  of  develop- 
ment - of  ARIZONA  MEDICINE.  This  was 
made  possible  through  an  increase  of  both  the 
quantity  and  quality  of  our  advertising  commit- 
ments. We  hope  you  like  it. 

We  remained  completely  sentimental  about 
our  “Masthead.”  It  remains  unchanged  in  com- 
position. The  February  issue  will  be  edited  and 
compiled  by  an  Associate  Editor,  and  will  be 
our  third  special  issue,  joining  the  special  edition 
on  Immunization  and  the  commemorative  issue 
on  the  School  of  Medicine.  It  will  be  somewhat 
unique,  but  an  explanation  in  the  next  issue  will 
be  much  more  timely  and  appropriate. 

The  invitation:  ARIZONA  MEDICINE  invites 
your  comments,  remarks,  and  your  constructive 
criticism.  This  is  YOUR  magazine.  We  would 
like  it  to  be  what  YOU  want. 

Roland  F.  Schoen,  M.D. 

Editor 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com  - 
pounds  with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  v/ider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 


has  been  extensively  documented  hydrocortisone  preparation  with 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 


lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


For  everyday  topical  steroid  therapy 

Synalar  0.01° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 

% 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo-Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  9teroid  from 
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Arizona  Medicine 


Marie 

Antoinette 

knew 

what  every 
doctor 
should 
know... 


Marie  Antoinette."  An  early  steel  engraving. 


She  never  lost  her  head  as  a hostess.  She  soothed  her  guests'  tensions  with  wine, 
mankind's  first  medicine  and  the  supreme  mild  tranquilizer  for  the  past  5,000 
years  or  more. 

We  hope  you  do  likewise  in  your  practice.  Doctor,  using  wine  as  an  aid  to 
therapy  in  many  cases. * May  we  prescribe  our  free  book,  "USES  OF  WINE  IN 
MEDICAL  PRACTICE:  A SUMMARY,"  based  on  25  years  of  worldwide  scien- 
tific research? 

And  for  your  home,  we'll  send  along  our  latest  free  booklet,  "CALIFORNIA 
WINE  COOKERY  AND  DRINKS."  Its  24  gaily-designed  pages  give  88  recipes 
and  hints  for  relaxed  entertaining.  Write  us  today,  won't  you? 

Here's  to  you.  Doctor,  your  family  and  your  patients.  Happier  days  with  wine ! 

*Rx  WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 
stimulates  gastric  flow;  can  help  the  convalescing  patient; 
can  aid  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorp- 
tion syndrome;  helps  hospital  and  geriatric  home  morale; 
helps  to  make  meal-time  pleasant  and  relaxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive,  free: 
"USES  OF  WINE  IN  MEDICAL  PRACTICE"  (62  pp.),  and  "CALI- 
FORNIA WINE  COOKERY  AND  DRINKS,"  (24  pp.)  to  help  wine 
enjoyment  and  entertainment. 

WINE  ADVISORY  BOARD,  DEPT.  C-3,  717  MARKET  ST.,  SAN  FRANCISCO,  CALIF.  94103 
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sustained-release 

Mol-lrori  Panhemic  Chronosule 

capsules 


To  help  overcome  the  inadequacies  of 
poor  absorption  and  insipid  diet  com- 
mon in  the  geriatric  patient— a superior, 
sustained-release  hematinic  combined 
with  key  vitamins. 

Each  Mol-lron  Panhemic  Chronosule 
capsule  contains:  Ferrous  sulfate,  390 
mg.  (78  mg.  elemental  iron)  and  Molyb- 
denum sesquioxide,  6 mg.  in  sustained- 
release  form;  Vitamin  B12,  25  meg.;  Vita- 
min B, , 6 mg.;  Vitamin  B2, 6 mg.;  Vitamin 
B6,  5 mg.;  Niacinamide,  30  mg.;  Vitamin 
C,  150  mg.  Supplied:  bottles  of  30. 

•brand  of  sustained-release  capsule 

tParsons,  P.L., Withey,  J.L.,  and  Kilpatrick, 
G.S  : Practitioner  195:656,  (Nov)  1965. 

White  Laboratories,  Inc, 
Kenilworth,  N.J. 
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BETTER  TOLERATED-HELPS  ASSURE  MORE 
PREDICTABLE  ABSORPTION  AND  OPTIMAL 
HEMOGLOBIN  RESPONSE 

SUPERIOR  TO  CONVENTIONAL  FERROUS  SULFATE 
In  ‘Toler-ability’ 

Slowly-liberated, molybdenized  ferrous  sulfate  virtually 
eliminates  gastrointestinal  side  effects. 

So  well  tolerated  it  can  be  taken  on  an  empty  stomach. 

In  ‘Absorb  ability’ 

Gradual  release  of  better  tolerated,  molybdenized  fer- 
rous sulfate  helps  assure  more  predictable  absorption. 

In  ‘Dose-ability’ 

Just  a single  Mol-lron  Panhemic  Chronosule  capsule 
daily  generally  corrects  mild  to  moderate  hematologic 
and  nutritional  deficiencies. 


"Mans  best  friend"in  wintertime  diarrheas 

In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 
recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 

/I'H'f^OBINS 
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THERE  ’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerfs  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400  000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


ORALPEN*VEE0K 

(potassium  phenoxymethyl  penicillin)  tejfj 


START  THE  NEW  YEAR  WITH  HBA'S  PROTOTYPE  PLAN  . . . 

w GIVES  YOU  YOUR  OWN 
m ■ ■■■■  n&L  RETIREMENT  FUND  THAT 
HI  Elm  WITHOUT  ANY  ACTION  ON 

HETV  Y0UR  part  becomes  100% 

^ TAX  DEDUCTIBLE  ON  JAN.  1,  1968 

SEND  NOW  FOR  YOUR 
PERSONALIZED  KEOGH 
TAX  SAVINGS  PLAN.  OUR 
PROTOTYPE  PLAN  HAS 
BEEN  APPROVED  AND  IS 
READY  FOR  YOU. 


WITHOUT  OBLIGATION 


KEOGH  TAX  SAVINGS  PLAN 

Your  contributions  to  your  own  retirement  fund  will  be  100%  tax  deductible  for 
taxable  years  beginning  January  1,  1968.  HBA's  Prototype  Plan  allows  you  to 
take  advantage  of  tax  advantages  presently  available  and,  without  further  effort 
on  your  part,  have  a plan  already  in  force  by  January  1,  1968. 


THE 


LIFE 


INSUR ANCE  C O M P A N Y 

P.O.  Box  1272,  Phoenix  85001 
Phone  258-4885 


Fill  out  the  Keogh  Data  Sheet  below 
and  mail  to  HBA  Life  or  phone  258- 
4885  to  see  what  HBA's  Prototype 
Plan  can  mean  to  you  in  tax  savings. 


■CUP  HERE- 


KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 

Date 


Name_ 


_M.D.  Sex. 


.Date  of  Birth- 


Address. 


City_ 


_State_ 


-Zip- 


Net  Income  From  Your  Practice  $_ 


-$- 


For  1966  For  1965 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business?. 


For  1 964 


NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 


Employees,  If  Any: 
Name 


Date  of  Date  Full  or 

Sex  Birth  Employed  Salary  Part  Time 
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DIRECTORY 


THE 


ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  4601  N.  SCOTTSDALE  ROAD,  SCOTTSDALE,  ARIZONA  85251. 

OFFICERS  AND  DIRECTORS  - 1967-68 


President— Arnold  H.  Dysterheft,  M.D 

President-Elect— Arthur  V.  Dudley,  Jr.,  M.D 

Vice  President— Richard  O.  Flynn,  M.D 

Secretary— John  P.  Heileman,  M.D 

Treasurer— Fred  H.  Landeen,  M.D 

Speaker  of  the  House— Charles  E.  Henderson,  M.D.  . . 

Editor-in-Chief— Roland  F.  Schoen,  M.D 

Delegate  to  AMA— Dermont  W.  Melick,  M.D 
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LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  October  22,  1967, 
in  the  Convention  Center  of  the  Safari  Hotel,  4611  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:20 
a.m.,  Carlos  C.  Craig,  M.D.,  Chairman,  presiding. 

Roll  Call 

PRESENT:  Drs.  Bennett,  Chester  G.;  Craig,  Carlos  C., 
Chairman;  Davis,  C.  Truman;  Dysterheft,  Arnold  H., 
President;  Griess,  Donald  F.;  Heileman,  John  P.,  Secre- 
tary; Oliver,  Robert  J.  Counsel  — Mr.  Jacobson,  Edward. 
Staff  — Mr.  Carpenter,  Robert,  Executive  Secretary;  Mr. 
Robinson,  Bruce  E.,  Asst.  Executive  Secretary.  Guests  — 
Drs.  Bendheim,  Otto  L.,  Secretary-Treasurer,  BOMEX; 
DuVal,  Merlin  K.,  Dean,  College  of  Medicine,  Univer- 
sity of  Arizona;  Isaacson,  E.  Arnold,  Deputy  Commis- 
sioner, Arizona  State  Dept,  of  Health;  Reed,  Wallace 
A.,  Chairman,  Title  XIX  Subcommittee;  Mr.  Boykin, 
Paul  R.,  Executive  Secretary,  BOMEX. 

EXCUSED:  Drs.  Caskey,  John  H.;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  Flynn,  Richard  O.;  Henderson, 
Charles  E.;  Hippert,  Gordon  J.;  Lyle,  William  H. 

Minutes 

Approved  minutes  of  the  meeting  of  the  Legislative 
Committee  held  January  22,  1967. 

Mental  Health  Legislation 

E.  Arnold  Isaacson,  M.D.,  M.P.H.,  Deputy  Commis- 
sioner, Arizona  State  Department  of  Health,  stated  that 
at  the  present  time  the  State  Department  of  Health  is 
the  state  menal  health  authority.  Request  is  being  made 
that  such  authority  be  transferred  to  the  Arizona  State 
Hospital  Board.  This  will  be  opposed  by  the  Arizona 
State  Board  of  Health,  wishing  to  await  the  report  on 
State  Government,  and,  in  the  meantime,  should  it  be 
found  necessary,  it  will  propose  that  the  hospital  be 
instituted  within  the  jurisdiction  of  the  Health  Board. 
Consideration  also  should  be  given  to  comprehensive 
health  planning. 

Interest  was  displayed  in  two  proposed  mental  health 
bills:  one,  to  provide  authority  for  financial  assistance 
to  local  health  departments  and  voluntary  agencies,  to 
make  grants  of  state  and  federal  funds  available  for  such 
purposes  to  local  health  departments  for  the  establish- 
ment and  maintenance  of  community-based  mental 
health  and  mental  retardation  programs;  and,  two,  desig- 
nating the  State  Department  of  Health  as  the  state 
mental  health  authority  for  the  purpose  of  expanding 
federal  mental  health  funds.  In  this  latter  instance,  Dr. 
Isaacson  read  a prepared  statement  in  support  thereof, 
which  is  in  file,  concluding  that,  given  a strong,  deter- 
mined and  interested  Board,  given  a new  drive  toward 
integration  and  streamlining  of  services,  given  the  will 
to  maintain  community  and  individual  autonomy,  what 
reason  remains  for  a separate  mental  health  department 
in  Arizona?  Copies  of  the  proposed  bills  are  on  file. 

Deraid  G.  May,  M.D.,  unable  to  attend  this  meeting, 
presented  in  writing  his  views  and  those  of  the  Arizona 
Psychiatric  Society  relating  to  mental  health.  The  latter, 
he  states,  still  holds  to  the  principle  of  unification  and 
will  support  legislation  in  this  direction.  Any  proposed 
legislation  that  is  modeled  after  the  (1966)  Bandouveris 


bill  will  certainly  receive  serious  consideration  by  APS. 

Determined  not  to  take  a position  on  mental  health 
at  this  time. 

Medicine  and  Surgery  Act 

Merlin  K.  DuVal,  M.D.,  Dean  of  the  College  of 
Medicine  of  the  University  of  Arizona,  on  invitation, 
appeared  before  this  Committee  to  discuss  licensure  in 
the  State  of  Arizona  (Chapter  13,  Medicine  and  Surgery, 
A.R.S.  1964)  as  it  affects  recruitment  of  staff  at  the 
College  of  Medicine  and,  especially,  with  regard  to 
reciprocity  requirements  providing  that  an  applicant  has 
a license  to  practice  medicine  and  surgery  issued  by 
examination  within  fifteen  years  next  preceding  his 
application  for  a regular  Arizona  license  by  another  state 
or  territory  of  the  United  States,  the  District  of  Columbia 
or  the  National  Board  of  Medical  Examiners.  This  means, 
in  his  opinion,  that  those  persons  over  the  age  of  46, 
ordinarily,  could  not  come  to  Arizona  on  reciprocity.  In 
recruiting  staff  for  the  medical  school,  this  has,  of  course, 
forced  it  to  consider  either  younger  individuals  or  older 
individuals  who  are  quite  accomplished  and  willing  to 
start  at  the  beginning  and  take  the  examination  again. 

In  the  Spring  of  1965  an  amendment  was  exacted  pro- 
viding for  a limited  license  to  the  extent  that  such  prac- 
tice is  restricted  to  employment  for  a public  institution 
of  the  state  or  a political  subdivision  thereof,  including 
employment  with  a state  university  or  college.  The 
problem  encountered  under  this  provision  makes  such 
licentiate  ineligible  for  a narcotic  license  and  in  some 
instances  keeps  malpractice  insurance  in  jeopardy,  so 
claims  the  Dean.  It  has  been  suggested  to  all  medical 
faculty  that  they  secure  a regular  license  such  as  every 
other  physician  does  who  comes  into  the  State.  This  has 
hurt  recruitment.  The  question  posed  is  whether  or  not 
the  members  of  this  Association  and  the  Board  of 
Medical  Examiners  should  reconsider  the  question  of 
the  fifteen-year  limitation  on  licensure  by  reciprocity. 

Considerable  discussion  ensued.  Question  was  raised 
as  to  whether  the  Dean  is  looking  for  a legislative 
change  to  work  out  the  malpractice  insurance  problem 
and  that  of  the  Internal  Revenue  Department,  with  re- 
gard to  a narcotic  stamp,  or  whether,  quite  frankly,  he 
is  looking  for  the  right  of  physicians  to  come  from  out 
of  state  to  be  professors  and  have  the  right  to  full-time, 
private  practice  by  reciprocity.  Question  was  also  raised 
in  the  area  of  recruitment  as  to  the  difference  between 
the  professor  of  law  at  the  two  universities  and  the 
professor  of  medicine  at  the  University  of  Arizona,  recog- 
nizing that  there  is  no  reciprocity  whatsoever  in  the 
former  and,  at  least,  there  is  limited  reciprocity  in  the 
latter.  In  other  words,  if  the  professor  of  law  wishes  to 
engage  in  the  private  practice  of  law,  he  must  qualify 
and  pass  the  Bar  examination.  There  are  no  exceptions. 
Legality  of  practice  of  a college  professor,  with  or  with- 
out fee,  who  responds  to  consultation  in  an  outlying 
community  holding  a limited  license  was  reviewed. 
Basic  Science  examination  requirements  were,  likewise, 
discussed  and  question  raised  as  to  whether,  ultimately, 
repeal  of  this  act  will  be  sought. 

Dr.  DuVal  stated  that  “the  faculty  met  at  the  medical 
school  on  this  question,  and  their  next  move  is  to  make 
sure  that  every  physician  in  the  state  is  re-examined. 
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They  do  not  think  it  is  fair  that  they  should  be  re- 
examined because  their  address  isn’t  inside  Arizona.  So, 
I would  have  to  say  that  I would  endorse  that.  I believe 
myself  that  every  physician  should  be  recertified  at 
periodic  intervals.” 

Dr.  DuVal  was  asked  the  question:  “Have  you  given 
consideration  to  asking  the  Legislature  to  recommend 
legislation  to  the  extent  that  the  Board  of  Medical 
Examiners  may  extend  a license  without  examination, 
without  reciprocity  or  anything,  on  particular  merit  — 
highly  qualified,  outstanding  physicians?”  He  responded: 
“Well,  no,  I haven’t.  This  is  one  of  the  things  I’ve  been 
tempted  to  do  because  I personally  feel  that  the  Board 
of  Medical  Examiners  should  have  discretion  of  this 
kind,  and  I personally  resent  terribly  the  restrictions  of 
this  act,  let  alone  the  fifteen-year  provision.  Now,  if  I 
don’t  get  relief  by  this  route,  we’ll  do  it  another  way. 
Please  understand,  the  question  of  relicensing  or  re- 
examining — I am  opposed  to  your  picking  the  non- 
resident as  the  person  who  will  be  looked  at  that  way. 
And  we  don’t,  as  you  have  already  interpreted,  we  are 
not  going  to  sit  still  for  this.  We’ll  go  right  down  the 
line  with  you  protecting  the  fifteen-year  clause,  but 
we’ll  protect  it  for  every  physician.’’ 

Dr.  Griess  stated:  “It  seems  like,  as  I say  here,  that 
I must  be  the  devil’s  advocate,  now  that  you  seem  to 
see  what  Dr.  DuVal  is  trying  to  tell  you,  in  very  certain 
terms,  what  the  roll  of  the  medical  school  is  going  to  be. 
I’ve  known  Dr.  DuVal  ever  since  he  has  been  in  Tucson. 
I have  always  found  that  he  was  very  forthright.  I sat 
here  listening  to  Dr.  Bendheim  say  that  they  (physicians) 
should  be  re-examined  every  fifteen  years  or  something 
like  that.  This  doesn’t  seem  to  disturb  me  a bit.  In  the 
medical  school,  when  the  professors  come  in  and  tell  us 
these  things,  gentlemen,  it’s  time  that  we  begin  to  won- 
der. I would  challenge  such  a thing  as  this  group  coming 
in  now  and  beginning  to  tell  us  what  this  law  should 
be  and  that  law  should  be  — if  it  were  five  years  from 
now,  but  not  now.  I say  Monte  and  I have  always  had 
the  most  cordial  relationship,  but  I seem  to  be  cast  in 
the  role  of  the  devil’s  advocate  because  nobody  else 
says  anything.  What  is  he  trying  to  tell  us?  First,  that 
they’re  going  to  get  a license  and  practice  in  Tucson 
and,  if  this  is  the  way  it’s  going  to  be,  it’s  the  way  it’s 
going  to  be.  Now,  they  tell  us  that  they  are  going  to  see 
to  that  if  this  law  is  not  changed;  that  every  man  is  going 
to  be  re-examined  every  fifteen  years  or  that  their 
licenses  are  going  to  be  checked  every  fifteen  years. 
Now,  as  I say,  let  me  repeat  that  I think  this  is  good,  but 
it  doesn’t  come  very  well  from  the  medical  school  at 
this  time.  I think  it’s  a poor  time  and,  if  the  doctors  in 
the  state  could  listen  in  on  this,  they  would  not  be  very 
happy.” 

Lengthy  discussion  continued.  No  specific  recommen- 
dations or  amendments  were  offered.  It  was  revealed 
that  the  Board  of  Medical  Examiners  is  scheduled  to 
meet  November  eleventh.  As  Counsel  views  it,  there 
appear  basically  three  choices  — one,  letting  experience 
determine  whether  Dr.  DuVal  really  will  face  the  diffi- 
culties that  he  says  he  faces;  two,  changing  the  philoso- 
phy of  the  act;  or,  three,  building  a somewhat  broader 
exception  for  Dr.  DuVal.  Certainly,  a recommendation 


from  BOMEX  would  be  helpful. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  held  in  abeyance  for  the  time  being,  giv- 
ing BOMEX  the  opportunity  to  meet  and  consider  the 
problem,  and  then  it  will  be  brought  up  again  at  the 
Legislative  Committee  meeting  on  the  seventeenth  of 
December,  1967  for  the  further  consideration,  hoping 
that  we  then  will  be  able  to  give  the  Board  of  Directors 
some  guidance  as  to  the  over-all  solution  of  this  problem. 

District  Hospital  — Board  of  Directors 

In  the  light  of  House  Resolution  No.  17,  directing 
that  the  Board  of  Directors  of  this  Association,  through 
its  Legislative  Committee,  take  whatever  action  appears 
appropriate  to  cause  to  be  amended  Section  36-1238A 
of  Title  36,  Chapter  10,  Arizona  Revised  Statutes,  to  the 
end  that  doctors  of  medicine  be  eligible  to  serve  on  such 
district  hospital  boards  of  directors,  and  on  advice  of 
counsel,  to  achieve  the  objective  such  section  should  be 
amended,  deleting  the  phrase  in  bold  face  as  set  forth 
below: 

“The  board  of  directors  of  the  district  shall  be 
composed  of  five  citizens,  resident  real  property 
owners  within  the  district,  none  of  whom  is 
a participating  physician  or  an  elective  or  ap- 
pointive state,  county  or  city  official.” 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Legislative  Committee 
to  the  Board  of  Directors  that  Section  36-1238A  of  the 
A.R.S.  be  amended  by  deletion  of  the  phrase  “a  prac- 
ticing physician  or.” 

Title  XIX 

Wallace  A.  Reed,  M.D.,  Chairman  of  the  Title  XIX 
Subcommittee  of  the  Governmental  Services  Committee 
of  this  Association,  presented  in  detail  the  report  of  his 
Subcommittee  on  the  Arizona  State  Plan  for  Medical 
Assistance  (Title  XIX)  prepared  in  five  points:  (1)  its 
present  position,  (2)  the  reason  therefor,  (3)  a brief  de- 
scription of  the  present  plan,  (4)  the  “time  table,”  and 
(5)  summary,  as  outlined  below: 

1.  To  act  as  an  advisory  body  to  the  Arizona  State 
Legislature’s  Committee,  being  especially  helpful 
in  pointing  out  the  serious  pitfalls  of  the  Act  to 
be  taken  into  consideration  before  implementation. 

2.  Title  XIX  requires  that  all  medically  needy  be 
included  in  the  Plan  by  1975.  Most  medically  needy 
between  the  ages  of  21  and  65  years  (over  200,000 
in  Arizona)  do  not  meet  any  of  the  categories  of 
public  assistance;  hence,  the  cost  of  medical  serv- 
ices would  be  entirely  from  non-federal  funds 
(estimated  at  $88,772,000.00). 

3.  The  Plan  includes  the  five  basic  services:  (1)  phy- 
sicians’ services,  in  or  out  of  the  hospital;  (2)  in- 
hospital  care;  (3)  out-patient  care;  (4)  laboratory 
and  x-ray;  and  (5)  nursing  home  services,  with 
prescription  drugs,  likewise,  included.  These  would 
be  provided  for  the  categorically  needy  (85,000) 
qualifying  under  Titles  I,  IV,  X and  XIV  — tire 
aged,  families  of  dependent  children,  the  blind,  and 
the  permanently  and  totally  disabled.  This  would 
include  those  who  would  qualify  excepting  for 
“residency”  requirements. 
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4.  The  Plan  originally  scheduled  for  presentation 
October  thirtieth  to  the  special  Joint  Legislative 
Committee  of  the  State  is  now  scheduled  for  pre- 
sentation tomorrow,  October  twenty-third.  This 
will  be  a preliminary  hearing  because  of  the  short 
change  notice  and  anticipated  absence  of  many  of 
the  principals.  A full-dress  presentation  is  prom- 
ised to  be  scheduled  at  a later  date. 

It  is  the  request  of  the  Title  XIX  Subcommittee  to 
the  Legislative  Committee  and  the  Board  of  Direc- 
tors for  their  cooperation  in  studying  alternate 
plans  because,  as  we  look  more  deeply  into  Title 
XIX,  we  are  of  the  opinion  that  it  may  be  an 
impossible  piece  of  legislation. 

5.  In  summary,  we  believe  the  Plan  should  be  intro- 
duced into  this  Session  of  the  Legislature,  primarily 
so  that  it  may  serve  the  function  of  educating  the 
members  of  the  Joint  Committee  and  the  Legisla- 
ture. It  is  essential  that  the  Legislature  give  it  more 
study  than  they  have  up  to  now.  It  is  depending 
on  us  to  provide  the  background  material.  We  have 
concern  for  the  tremendous  cost  involved.  The  law 
has  elements  of  entrapment.  Though  Arizona  may 
be  able  to  afford  the  minimal  program  now,  based 
upon  more  recent  statistics  and  actual  experience 
in  California,  Arizona  by  1975  would  be  obliged 
to  include  a large  segment  of  the  population  at 
100%  state  expense.  This  appears  to  be  fiscally 
irresponsible  on  the  part  of  the  national  govern- 
ment. Finally,  our  recommendation  is  that  this  be 
considered  a minimal  plan,  if  recommended  at  all; 
a minimal  plan  that  we  can  support;  it  can  be  no 
less  than  this  in  fairness  to  those  people  who  can 
be  covered.  On  the  affirmative  side,  there  would 
be  people  who  qualify  — the  medically  needy  — 
in  many  counties,  who  would  receive  much  better 
medical  care  if  Title  XIX  should  be  implemented 
as  outlined.  We  can  accept  nothing  less  than  this 
plan  at  the  outset. 

A weekly  Title  XIX  Newsletter  has  been  designed 
and  is  being  forwarded  to  those  interested  parties  and 
agencies  requesting  same.  Approximately  600  are  on 
the  mailing  list  presently. 

It  was  regularly  moved  and  unanimously  carried  that 
Dr.  Reed,  in  particular,  and  the  members  of  his  com- 
mittee and  staff  be  lauded  for  their  arduous  studies  and 
for  one  of  the  most  comprehensive,  the  most  charitable, 
the  most  mature  and  scholarly  presentations  that  have 
come  out  of  the  medical  profession  in  a long  while  — 
its  service  to  the  public  is  just  inestimable;  that  the 
Board  of  Directors  give  due  recognition  thereto;  and 
that  this  Legislative  Committee  recommend  to  the 
Board  approval  of  the  Plan  presented  with  the  further 
recommendation  that  it  be  adhered  to. 

Stale  Board  of  Health  Revision 

In  the  absence  of  Dr.  Spendlove,  Dr.  Isaacson  briefed 
the  Committee  on  a proposed  bill  of  Representative 
Frank  Kelly  to  be  introduced  in  the  Second  Regular 
Session  of  the  28th  Arizona  Legislature  associate  with 
the  objectives  of  P.L.  89-749,  Comprehensive  Health 
Planning.  The  measure  would  increase  the  size  of  the 
State  Board  of  Health  from  five  to  nine  members  to  be 


appointed  by  the  Governor  with  the  advice  and  consent 
of  the  Senate.  He  will  also  serve  as  an  ex-officio  member 
and  official  head  of  the  interagency  or  comprehensive 
health  planning  council.  Two  members  of  the  Board 
shall  be  licensed  practitioners  of  medicine  and  surgery 
who  have  been  engaged  in  the  practice  of  medicine  in 
the  State  and  who  are  particularly  concerned  with  pub- 
lic health,  to  be  chosen  from  a list  of  five  names  to  be 
submitted  by  the  Arizona  Medical  Association;  one  mem- 
ber shall  be  a licensed  practitioner  of  medicine  and  sur- 
gery who  is  engaged  in  the  practice  of  medicine  and 
who  is  certified  as  a specialist  in  psychiatry  by  the 
American  Board  of  Psychiatry,  chosen  from  a list  of 
three  names  to  be  submitted  by  the  Arizona  Psychiatric 
Society;  one  member  of  the  Board  shall  be  a registered 
professional  nurse  with  a degree  in  public  health  nurs- 
ing, chosen  from  a list  of  three  names  to  be  submitted  by 
the  Arizona  State  Nurses’  Association;  one  member  of 
the  Board  shall  be  a hospital  administrator,  chosen  from 
a list  of  three  names  to  be  submitted  by  the  Arizona 
Hospital  Association;  one  member  of  the  Board  shall  be 
the  Dean  of  the  College  of  Medicine,  University  of  Ari- 
zona, who  shall  be  the  representative  of  the  education 
of  health  services  personnel;  one  member  of  the  Board 
shall  be  engaged  in  the  practice  of  dentistry,  chosen 
from  a list  of  three  names  to  be  submitted  by  the  State 
Dental  Board;  one  member  of  the  Board  shall  be  pro- 
fessionally engaged  in  the  care  of  mental  retardees, 
chosen  from  a list  of  three  names  to  be  submitted  by  the 
Arizona  Association  for  Retarded  Children;  and  one 
member  of  the  Board  shall  be  a person  occupied  in  a 
health  related  field.  The  Governor,  the  Chairman  of  the 
Governor’s  Health  Advisory  Council,  and  the  Chairman 
of  the  Comprehensive  Health  Planning  Advisory  Council 
under  the  Board  shall  serve  as  ex-officio  members  of  the 
Board  without  voting  privileges.  In  addition  to  this  lat- 
ter council,  there  will  also  be  a single  State  Health  Plan- 
ning Agency  and  the  State  Health  Department,  likewise 
under  the  Board.  It  was  suggested  that  the  existing 
planning  group  operating  under  P.  L.  89-239,  Heart, 
Cancer  and  Stroke,  might  well  be  the  care  group  com- 
prising the  Comprehensive  Health  Planning  Advisory 
Council  under  the  Board  operating  under  P.  L.  89-749. 

It  was  indicated  the  Arizona  State  Board  of  Health 
wants  to  support  Representative  Kelley’s  bill  and,  when 
such  measure  is  presented  in  form  for  final  review,  this 
Committee  may  elect  to  recommend  to  its  Board  of 
Directors  similar  approval. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
1:15  P.  M. 

MEETING  RECONVENED  AT  2:10  P.  M.,  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING  SES- 
SION RESPONDING  “AYE”  TO  THE  ROLL  CALL 
WITH  THE  EXCEPTION  OF  JOHN  P.  HEILEMAN, 
M.D.,  CARLOS  C.  CRAIG,  M.D.,  CHAIRMAN,  PRE- 
SIDING. 

Communications 

WICHE  — Arizona  Student  Exchange  Program 

Letters  were  presented  and  read,  received  from  Der- 
mont  W.  Melick,  M.D.,  Chairman,  and  Herbert  D. 
Rhodes,  Ph.D.,  Executive  Secretary,  the  Arizona  Com- 
mission of  the  Western  Interstate  Commission  for  Higher 
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Education,  recommending  repeal  of  the  indenture  or 
obligation  clause  (that  the  student  practice  one  year  in 
Arizona  for  each  year  in  professional  school  or  repay  to 
the  State  one-half  of  the  money  paid  in  his  behalf 
at  four  percent  interest).  Effort  has  been  made  during 
the  last  several  years  to  achieve  this  objective.  S.B.  58 
was  introduced  in  the  First  Regular  Session  of  the  28th 
Arizona  Legislature  repealing  Section  15—764  A.R.S. 
which  failed  of  enactment.  Only  two  states  of  the 
WICHE  compact,  Arizona  and  Wyoming,  continue  to 
require  such  obligation,  Arizona  being  the  more  severe. 
Arizona  provides  professional  training  in  Law,  Pharmacy, 
Engineering,  etc.,  without  any  restriction  on  the  location 
of  later  practice.  It  is  hard  to  justify  the  practice  obliga- 
tion for  some  professions  and  not  for  others;  especially 
is  it  difficult  now,  with  a medical  school,  to  understand 
why  we  should  put  such  an  obligation  on  Arizona  stu- 
dents whom  we  educate  in  Los  Angeles,  but  not  on 
Arizona  students  whom  we  educate  in  Tucson. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Legislative  Committee  recommend  to  the  Board  of 
Directors  that  it  support  the  repeal  of  that  section  of  the 
Act  (§  15-764  A.R.S.)  requiring  the  indenture  obligation 
feature  of  the  Arizona  Student  Exchange  Program  of 
WICHE;  that  existing  written  contracts  entered  into 
between  the  State  and  the  student,  with  regard  to  the 
present  restrictive  indenture  requirement,  be  considered 
null  and  void  (inoperative);  that  the  Emergency  Clause 
be  incoqmrated  in  the  amendment;  and  that  counsel  be 
requested  to  prepare  the  appropriate  measure. 

APA  — Consolidation  of  Professional  Licensing  Boards 

The  Arizona  Pharmaceutical  Association  expresses  fear 
of  the  possibility  of  the  consolidation  of  all  professional 
licensing  boards  by  the  Arizona  State  Legislature.  It  is 
its  belief  professional  health  boards  should  remain  self- 
governing. 

It  was  determined  to  recommend  to  the  Board  of  Di- 
rectors that  it  issue  a strong  statement  in  opposition  to 
such  intent,  calling  attention  to  the  fact  that,  in  addition 
to  the  important  function  of  licensing,  the  Board  of 
Medical  Examiners  is  equally  responsible  for  the  dis- 
ciplining of  licentiates. 

Basic  Ssciences  — Fees 

The  Arizona  Board  of  Examiners  in  the  Basic  Sci- 
ences, feeling  the  pinch  of  rising  costs  in  the  adminis- 
tration of  its  responsibilities  and  examination  of  candi- 
dates, seeks  advce  as  to  whether  this  Association  would 
support  it  in  seeking  an  amendment  to  the  Act,  increasing 
prescribed  fees. 

M.  H.  Crabb,  M.D.,  Secretary  of  The  Federation  of 
State  Medical  Boards  of  the  United  States,  expresses  its 
concern  over  lack  of  sufficient  liaison  between  state 
boards  of  medical  examiners  and  state  medical  asso- 
ciations. Problems  concerning  difficulty  of  reciprocity 
between  all  states,  and  those  of  better  discipline  of  physi- 
cians and  continuing  education  among  physicians  are 
but  a few.  With  regard  to  reciprocity,  it  considers  this 
one  of  the  biggest  stumbling  blocks,  i.e.,  the  twenty- 
three  states  that  have  separate  basic  science  boards. 
Little  progress  has  been  made,  in  its  opinion,  in  im- 
proving reciprocity  between  states  for  licensure.  It  was 
reported  that  Florida  has  repealed  its  basic  science 


statute  (but  it  does  not  become  effective  until  1968,  and, 
possibly,  not  then  should  its  Legislature  determine  other- 
wise), and  New  Mexico  is  considering  repeal. 

No  action  taken. 

ICA  Fee  Schedule  Requirement  Deletion 

Substitute  Resolution  Nos.  6 and  7,  adopted  by  the 
House  of  Delegates  of  this  Association  April  29,  1967, 
resolved  that  all  physicians  of  this  Association  endorse 
and  employ  the  individual  usual,  customary  and  reason- 
able fee  concept  in  establishing  charges  for  all  persons 
or  groups  of  persons;  that  this  concept  (UCR)  be  pri- 
marily employed  by  the  Association’s  Board  of  Directors, 
its  officers,  committees  or  agents  when  entering  into  any 
agreement  or  contract  with  any  person  or  persons, 
groups,  organizations,  the  Federal  Government,  the  Ari- 
zona State  Government  or  any  of  its  political  subdivi- 
sions, except  where  any  agreement  or  contract  is  ex- 
pressly prohibited  by  law;  that  every  effort  be  made  to 
cause  the  Arizona  Industrial  Commission  to  seek  an 
opinion  from  the  Attorney  General  of  Arizona  regarding 
recognition  of  each  physician’s  UCR  fee  as  a part  of 
that  physician’s  individual  schedule  of  fees;  and  that 
if  the  individual  UCR  fee  concept  cannot,  because  of 
law,  be  recognized  and  employed  by  ICA  for  payment 
of  physicians’  fees,  the  ArMA  House  of  Delegates  directs 
that  every  effort  shall  be  made  to  urge  a change  in  the 
law  that  will  permit  employment  of  the  UCR  fee  con- 
cept by  ICA. 

Considerable  discussion  ensued,  and  Counsel  reviewed 
his  evaluation  of  the  situation  as  it  exists  today.  Section 
23-908  B,  A.R.S.  1956,  provides:  “The  Commission  (ICA) 
shall  fix  a schedule  of  fees  to  be  charged  by  physicians 
attending  injured  employees  which  shall  not  be  exceed- 
ed.” Report  of  Ian  M.  Chesser,  M.D.,  Chairman  of  the 
Medical  Economics  Committee  of  this  Association,  to  the 
Board  of  Directors  on  September  10,  1967,  was  reviewed, 
as  was  also  the  Committee’s  action  October  fifteenth 
rejecting  the  Commission’s  interim  proposal  to  pay  physi- 
cians on  the  basis  of  a factor  of  5.5  CRVS,  sustaining 
ArMA’s  original  proposal  of  September  28,  1967,  that 
a factor  of  6.0  be  applied  to  the  surgical  section  and  a 
factor  of  7.0  to  the  medical  section. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Legislative  Committee  recommend  to  the  Board  of 
Directors  that  it  accept  the  report  of  Dr.  Chesser,  cir- 
culated among  the  membership;  that  he  be  commended 
therefor;  and  that  proper  amendments  to  the  industrial 
law  be  prepared  by  counsel  making  it  mandatory  upon 
the  Industrial  Commission  of  Arizona  to  employ  the 
usual,  customary  and  reasonable  fee  concept  in  compen- 
sation for  physicians’  services. 

MEETING  ADJOURNED  AT  4:15  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  November  12, 
1967,  in  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  convened  at  10:05  a.m.,  Arthur  V. 
Dudley,  Jr.,  M.D.,  President-Elect,  Acting  Chairman, 
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presiding,  pending  arrival  of  the  Chairman,  Richard  O. 
Flynn,  M.D.,  Vice  President. 

Roll  Call 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack  E.; 
Cloud,  Daniel  T.;  Derickson,  Philip  G.;  Dudley,  Jr.,  Ar- 
thur V.,  President-Elect;  Dysterheft,  Arnold  H.,  Presi- 
dent; Finke,  Howard  W.;  Flynn,  Richard  O.,  Vice  Presi- 
dent; Drs.  Heileman,  John  P.,  Secretary;  Henderson, 
Charles  E.;  Landeen,  Fred  H.,  Treasurer;  Moody,  De- 
ward G.;  Sattenspiel,  Edward;  Schoen,  Roland  F.;  Standi- 
fer,  John  J. 

Counsel 

Mr.  Jacobson,  Edward. 

Staff 

Messrs.  Carpenter,  Robert,  Executive  Secretary,  ArMA; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary,  ArMA; 
Boykin,  Paul  R.,  Executive  Secretary,  BOMEX. 

Guests 

Drs.  Chesser,  Ian  M.,  Chairman,  Medical  Economics 
Committee,  ArMA;  Dregseth,  Kenneth  A.,  President,  Co- 
chise County  Medical  Society;  Kahle,  John  F.,  Chairman, 
ArMPAC  Board  of  Directors;  Kling,  Herman  A.,  Presi- 
dent, Apache  County  Medical  Society;  Zeluff,  Reginald 
J.  M.,  Chairman,  Scientific  Assembly  Committee,  ArMA. 

EXCUSED:  Drs.  Dew,  Philip  E.;  Dexter,  Richard  L.; 
Grobe,  James  L.;  Jarrett,  Paul  B.;  Melick,  Dermont  W.; 
Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.;  Steen,  Wil- 
liam B.;  Young,  Woodson  C. 

Welcome 

The  Acting  Chairman,  in  behalf  of  the  Board  of  Di- 
rectors, extended  a cordial  welcome  to  and  introduced 
Kenneth  A.  Dregseth,  M.D.,  President  of  the  Cochise 
County  Medical  Society;  Herman  A.  Kling,  M.D.,  Presi- 
dent of  the  Apache  County  Medical  Society;  Ian  M. 
Chesser,  M.D.,  Chairman,  Medical  Economics  Commit- 
tee; John  F.  Kahle,  M.D.,  Chairman,  ArMPAC  Board 
of  Directors;  and  Reginald  J.  M.  Zeluff,  M.D.,  Chairman, 
Scientific  Assembly  Committee. 

Minutes 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  held  September  10,  1967. 

Scientific  Assembly  Committee 

Dr.  Zeluff  reviewed  the  Scientific  Section  Program 
arranged  for  the  77th  Annual  Meeting  of  this  Association 
to  be  held  at  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  April  25  and  26,  1968.  Sixteen 
members  of  the  faculty  of  the  University  of  Southern 
California  School  of  Medicine  will  participate  in  fifty- 
four  individual  appearances. 

Recommended  Registration  Fee  include:  $10.00  for 
both  House  of  Delegates  business  sessions,  Wednesday 
(April  24,  1968)  and  Saturday  (April  27,  1968);  $10.00 
fee  for  attending  one  scientific  session,  Thursday  (April 
25,  1968)  or  Friday  (April  26,  1968);  $20.00  fee  for 
attending  both  scientific  sessions  (April  25  and  26,  1968); 
scientific  session  fees  do  not  include  tickets  to  social 
events;  and  $35.00  as  a package  registration  fee  to 
include  all  events  with  two  tickets  for  each  of  two  social 
events.  As  is  indicated,  $10.00  will  be  the  minimum 
registration  fee. 


It  was  regularly  moved  and  unanimously  carried  that 
the  suggested  scientific  section  program  and  scheduled 
registration  fees  be  approved. 

THE  CHAIRMAN,  DOCTOR  RICHARD  O.  FLYNN, 
ENTERED  THE  MEETING  AT  THIS  POINT  AND 
ASSUMED  THE  CHAIR. 

Medical  Economics  Committee 

Industrial  Commission  of  Arizona  — Negotiations 

Dr.  Chesser  reported  that  the  Industrial  Commission 
of  Arizona  suggested  acceptance  of  a factor  of  5.5 
applied  to  the  California  Relative  Value  Study,  which 
was  unanimously  rejected  by  the  Medical  Economics 
Committee,  not  wishing  to  compromise  its  position  that 
the  usual,  customary  and  reasonable  fee  concept  be 
adhered  to.  This  information  was  reported  to  ICA  and 
it  had  been  anticipated  ArMA  would  be  further  advised 
after  the  Commission  obtained  further  facts  and  figures 
from  the  State  Insurance  Department  available  only  *--> 
it.  This  Association  had  requested  that  a factor  of  .0 
be  applied  to  the  surgical  section  of  the  1964  CRVS,  and 
a factor  of  7.0  to  the  medical  and  anesthesiology  sec- 
tions. It  has  not  been  possible  to  obtain  supporting  statis- 
tics from  the  Social  Security  Administration  (Baltimore, 
Maryland)  with  regard  to  its  experience  associate  with 
the  Medicare  program,  SSA  contending  that  such  in- 
formation is  confidential.  The  Commission  on  November 
first  adopted  a resolution  establishing  a conversion 
factor  of  5.5  to  be  aplied  to  CRVS  across  the  board  to 
become  effective  as  of  that  date.  This  action  constitutes 
an  amendment  to  the  existing  1960  CRVS  and  appears 
not  to  include  further  negotiation. 

While  the  ICA  repeatedly  compares  Arizona  to  Cali- 
fornia when  discussing  CRVS  fees,  it  does  not  take  into 
account  that  the  factor  of  5.5  currently  in  effect  in 
California  is  established  as  a “minimum”  fee  schedule 
and  it  is  so  represented;  that  only  a very  small  portion 
of  the  services  rendered  fall  within  that  factor,  services 
being  considered  on  an  individual  basis;  and  as  stated 
previously,  the  current  ICA  action  applies  to  the  1960 
CRVS  and  not  the  latest  1964  CRVS  superseding  the 
former.  Once  a fee  schedule  in  Arizona  is  adopted,  the 
statute  provides  that  it  may  not  be  exceeded.  The  con- 
version factor  of  5.5  actually  represents  a 5.1  when 
applied  to  the  1964  CRVS.  It  is  also  pertinent  to  note 
that  California  is  currently  re-evaluating  its  1964  study 
and  will  probably  revise  and  update  it  in  1968;  further, 
the  negotiations  between  ArMA  and  the  Commission  up 
to  the  time  of  the  latter’s  action,  November  first,  was 
based  upon  the  1964  CRVS. 

Dr.  Chesser  reviewed  again  for  the  Board  factual 
statistical  data  reflecting  the  experience  of  ICA  from 
1964  to  and  including  the  first  seven  months  of  1967, 
during  which  period  both  the  doctors  of  medicine  and 
doctors  of  osteopathy  have  been  regulated  by  an  out- 
dated fee  schedule.  It  appears  that  the  Commission  is 
paying  usual  and  customary  costs  for  all  other  services, 
excepting  those  of  the  physician.  The  dollar  increase  in 
total  medical  services  reflects  greater  medical  utilization, 
greater  demands  of  industry,  greater  number  of  em- 
ployees covered,  and  not  the  result  of  increased  physi- 
cians’ fees  that  have  been  regulated  on  an  outdated, 
fixed-fee  schedule.  Private  insurance  companies  base 
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their  studies  on  the  relationship  between  the  amount  of 
money  paid  out  to  the  premium  dollar,  which  is  not 
the  practice  of  the  Commission.  The  major  reason  for 
the  substantial  increase  in  ICA  costs  is  due  to  compen- 
sation payments  and  not  medical  costs.  Considerable 
discussion  ensued. 

It  was  regularly  moved  and  unanimously  carried  that 
the  President  (Dr.  Dysterheft),  the  Chairman  (of  the 
Medical  Economics  Committee  — Dr.  Chesser),  the 
Executive  Secretary  (Mr.  Carpenter)  and  Counsel  (Mr. 
Jacobson)  draft  a suitable  letter  to  be  forwarded  to  the 
Industrial  Commission  of  Arizona  and  the  membership 
of  ArMA,  expressing  appropriately  the  views  of  this 
Board  as  relates  to  the  subject  discussed;  that  the  Chair- 
man, Dr.  Chesser,  be  commended  for  his  continuing 
efforts  in  this  regard  in  behalf  of  the  Association;  and 
that  the  Governor  of  Arizona  be  contacted,  seeking  an 
audience  with  him  to  allow  ArMA,  through  Dr.  Chesser, 
to  present  a similar  report  on  negotiations  with  the 
Industrial  Commission. 

Louisiana  Medical  Form 

In  the  light  of  endorsement  by  this  Association  of  the 
Health  Insurance  Council  claim  form  as  its  standard, 
determined  to  take  no  action  at  this  time  in  regard  to 
the  Louisiana  State  Medical  Society  medical  form 
program . 

Voluntary  Health  Agencies 

Approved  appointment  of  Dermont  W.  Melick,  M.D., 
to  membership  on  the  Medical  Economics  Committee 
for  the  term  1967-70  to  be  designated  chairman  of  the 
subcommittee  on  Voluntary  Health  Agencies.  Dr.  Melick 
accepts  the  assignment. 

AMA  Regional  Meeting 

Dr.  Melick  reports  on  meeting  of  the  AMA  Council 
on  Voluntary  Health  Agencies  to  be  held  at  the  Safari 
Hotel,  Scottsdale,  Arizona,  February  2 and  3,  1968. 
His  subcommittee  will  be  responsible  for  the  conduct  of 
the  meeting.  The  Council  will  devote  one  full  day  to 
better  acquaint  the  uninitiated  as  to  how  Voluntary 
Health  Agencies  should  be  organized  and  what  they 
should  do.  Surrounding  Western  States  have  been  in- 
vited to  send  delegates.  Members  of  this  Board  are 
encouraged  to  attend.  A social  hour  sponsored  by  this 
Association  was  proposed.  No  action  taken. 

Legislative  Committee 

Approved  appointment  of  John  Paul  Holbrook,  M.D. 
(Chairman  of  the  Legislative  Committee  of  the  Pima 
County  Medical  Society)  to  membership  on  the  Legis- 
lative Committee  of  this  Association  for  the  term  1967-68. 
Dr.  Holbrook  accepts  the  assignment. 

COUNSEL  LEFT  THE  MEETING  AT  THIS  POINT. 

Title  XIX  — Arizona  State  Plan 

In  the  absence  of  Wallace  A.  Reed,  M.D.,  Chairman 
of  the  Subcommittee  on  Title  XIX  of  the  Governmental 
Services  Committee,  report  of  the  Legislative  Committee 
was  presented  and  read  with  regard  to  the  Arizona  State 
Plan  for  Medical  Assistance  relating  to  Title  XIX,  P.L. 
89-97,  prepared  in  five  points:  (1)  its  present  position, 
(2)  the  reason  therefor,  (3)  a brief  description  of  the 


present  plan,  (4)  the  “time  table,”  and  (5)  summary,  each 
being  outlined  below: 

1.  To  act  as  an  advisory  body  to  the  Arizona  State 
Legislature’s  Committee,  being  especially  helpful 
in  pointing  out  the  serious  pitfalls  of  the  Act  to  be 
taken  into  consideration  before  implementation. 

2.  Title  XIX  requires  that  all  medically  needy  be 
included  in  the  Plan  by  1975.  Most  medically  needy 
between  the  ages  of  21  and  65  years  (over  200,000 
in  Arizona)  do  not  meet  any  of  the  categories  of 
public  assistance;  hence,  the  cost  of  medical  serv- 
ices would  be  entirely  from  non-federal  funds 
(estimated  at  $88,772,000.00). 

3.  The  Plan  includes  the  five  basic  services:  (1)  phy- 
sicians’ services,  in  or  out  of  the  hospital;  (2)  in- 
hospital  care;  (3)  out-patient  care;  (4)  laboratory 
and  x-ray;  and  (5)  nursing  home  services;  with 
prescription  drugs  likewise  included.  These  would 
be  provided  for  the  categorically  needy  (85,000) 
qualifying  under  Titles  I,  IV,  X and  XIV,  the  aged, 
families  of  dependent  children,  the  blind,  and 
permanently  and  totally  disabled.  This  would  in- 
clude those  who  would  qualify  excepting  for 
“residency”  requirements. 

4.  The  Plan  originally  scheduled  for  presentation  Oc- 
tober thirtieth  to  the  special  Joint  Legislative  Com- 
mittee of  the  State,  was  presented  October  twenty- 
third.  This  was  a preliminary  hearing  because  of 
the  short  change  notice  and  anticipated  absence 
of  many  of  the  principals.  A full-dress  presentation 
is  promised  to  be  scheduled  at  a later  date. 

It  is  the  request  of  the  Title  XIX  Subcommittee  to 
the  Legislative  Committee  and  the  Board  of  Direc- 
tors for  your  cooperation  in  studying  alternate 
plans  because,  as  we  look  more  deeply  into  Title 
XIX,  we  are  of  the  opinion  that  it  may  be  an 
impossible  piece  of  legislation. 

5.  In  summary,  we  believe  the  Plan  should  be  intro- 
duced into  this  session  of  the  Legislature,  primarily 
so  that  it  may  serve  the  function  of  educating 
the  members  of  the  Joint  Committee  of  the  Legis- 
lature. It  is  essential  that  the  Legislature  give  it 
more  study  than  they  have  up  to  now.  It  is  de- 
pending on  us  to  provide  the  background  material. 
We  have  concern  for  the  tremendous  cost  involved. 
The  law  has  elements  of  entrapment.  Though  Ari- 
zona may  be  able  to  afford  the  minimal  program 
now,  based  upon  more  recent  statistics  and  actual 
experience  in  California,  Arizona  by  1975  would 
be  obliged  to  include  a large  segment  of  the  pop- 
ulation at  100%  State  expense.  This  appears  to  be 
fiscally  irresponsible  on  the  part  of  the  national 
government.  Finally,  our  recommendation  is  that 
this  be  considered  a minimal  plan,  if  recommended 
at  all;  a minimal  plan  that  we  can  support;  it  can 
be  no  less  than  this  in  fairness  to  those  people  who 
can  be  covered.  On  the  affirmative  side,  there 
would  be  people  who  qualify  — the  medically 
needy  — in  many  counties,  who  would  receive 
much  better  medical  care  if  Title  XIX  should  be 
implemented  as  outlined.  We  can  accept  nothing 
less  than  this  plan  at  the  outset. 

A weekly  Title  XIX  Newsletter  has  been  designed  and 
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is  being  forwarded  to  those  interested  parties  and  agen- 
cies requesting  same.  Approximately  600  are  on  the 
mailing  list  presently. 

It  was  recommended  that  Dr.  Reed,  in  particular, 
and  the  members  of  his  Subcommittee  and  staff  be  laud- 
ed for  their  arduous  studies  and  for  one  of  the  most 
comprehensive,  the  most  charitable,  the  most  mature 
and  scholarly  presentations  that  have  come  out  of  the 
medical  profession  in  a long  while  — its  service  to  the 
public  is  just  inestimable;  that  the  Board  of  Directors 
give  due  recognition  thereto;  and  that  the  Board  approve 
the  plan  presented  with  the  further  recommendation 
that  it  be  adhered  to. 

District  Hospital  Boards 

Authorized  active  support  of  an  amendment  to  Section 
36-1238. A,  ARS,  deleting  the  phrase:  “.  . . a practicing 
physician  or  . . .”,  which  will  then  read: 

“the  board  of  directors  of  the  district  shall  be 
composed  of  five  citizens,  resident  real  property 
owners  within  the  district,  none  of  whom  is 
....  an  elective  or  appointive  state,  county  or 
city  official.” 

WICHE  Program 

Authorized  active  support  of  the  repeal  of  that  sec- 
tion of  the  act  (Section  15-764  ARS)  requiring  the  inden- 
ture obligation  feature  of  the  Arizona  Student  Exchange 
Program  of  WICHE;  that  existing  written  contracts 
entered  into  between  the  State  and  the  student,  with 
regard  to  the  present  restrictive  indenture  requirement, 
be  considered  null  and  void  (inoperative);  and  that  the 
emergency  clause  be  incorporated  in  the  amendment. 
Professional  Licensing  Boards 

Authorized  active  support  in  opposition  to  any  pro- 
posal of  consolidation  of  all  of  the  professional  licensing 
boards  by  the  Arizona  State  Legislature,  calling  attention 
to  the  fact  that,  in  addition  to  the  important  function  of 
licensing,  the  Board  of  Medical  Examiners  is  equally 
responsible  for  the  disciplining  of  licentiates. 

ICA  Fee  Schedule 

Authorized  active  support  of  the  repeal  of  that  portion 
of  the  section  of  the  Industrial  Law  requiring  a fee 
schedule,  making  it  mandatory  upon  the  Industrial 
Commission  of  Arizona  to  recognize  and  employ  the 
usual,  customary  and  reasonable  fee  concept  in  compen- 
sation for  physicians’  services  involving  workmen’s  com- 
pensation cases. 

ArMPAC  Board  of  Directors 

Dr.  Kahle  reviewed  the  membership  status  of  ArMPAC 
during  the  years  1965,  1966  and  1967,  reflecting  growth 
in  an  election  year  (1966)  and  a decline  in  off-election 
years.  Maricopa  and  Pima  County  Medical  Societies 
have  determined  to  include  a voluntary  contribution 
along  with  their  annual  dues  billing  which,  it  is  antici- 
pated, will  result  in  a membership  increase.  Plans  are 
progressing  for  the  ArMPAC  Annual  Banquet,  April  25, 
1968,  and  a prominent  speaker  of  national  repute  is 
reasonably  assured. 

House  of  Delegates 

Blue  Shield  Appearance 

James  L.  Grobe,  M.D.,  President,  Blue  Shield  Board 
of  Directors,  requests  permission  granted  John  C.  Foster, 


Executive  Director,  to  appear  before  the  House  of  Dele- 
gates of  ArMA  in  annual  meeting  April  next.  INVITA- 
TION AUTHORIZED  EXTENDED. 

Blue  Shield  Intermediary 

Dr.  Dudley  reported  the  outcome  of  his  visitation, 
together  with  that  of  the  Executive  Secretary  of  ArMA, 
and  Dr.  Grobe  and  Mr.  Foster  of  Blue  Shield,  with 
Arizona’s  Delegation  to  the  Congress:  Senator  Fannin, 
an  Administrative  Assistant  representing  Senator  Hayden, 
and  Representatives  Rhodes  and  Steiger.  Representative 
Udall  did  not  appear;  also,  visitation  with  Mr.  Thomas 
M.  Tierney  in  the  Baltimore  offices  of  the  Social  Security 
Administration.  It  is  understood  this  Association  wishes 
the  appointment  of  Arizona  Blue  Shield  as  the  inter- 
mediary in  the  administration  of  Part  B of  P.L.  89-97, 
Medicare. 

Medicare  Patient  Necessity  Certification 

Inasmuch  as  Congress  is  currently  considering  amend- 
ments to  the  Medicare  Law  (P.L.  89-97)  which  may  well 
delete  the  requirement  of  “certification  of  medical  neces- 
sity” for  hospitalized  Medicare  patients,  the  Blue  Cross 
Board  of  Directors  determined  to  delay  action  in  support 
of  Resolution  No.  12,  adopted,  as  amended,  by  the 
House  of  Delegates  of  this  Association  April  29,  1967. 
SAMA 

If  there  exists  at  the  time  of  the  annual  meeting  of 
this  Association  scheduled  to  be  held  April  next  an 
Arizona  Chapter  of  the  Student  American  Medical  Asso- 
ciation organized  out  of  the  University  of  Arizona  Col- 
lege of  Medicine,  the  Speaker  of  the  House  of  this 
Association  is  authorized  to  invite  its  SAMA  President 
to  be  the  guest  of  the  Association  and  introduced  to  the 
House;  also,  an  invitation  should  be  extended  to  the 
other  students  of  UACM  to  attend  the  annual  meeting. 

Board  of  Directors 

Arizona  State  Board  of  Health  — Vacancy 

The  term  (5  years)  of  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescott)  as  a member  of  the  Arizona  State  Board  of 
Health  will  expire  February  1,  1968.  The  law  requires 
that  this  Association  submit  a list  of  five  (5)  persons, 
licensed  practitioners  of  medicine  and  surgery  who  have 
been  engaged  in  the  practice  of  medicine  in  the  State 
and  who  have  proved  themselves  vitally  concerned  with 
public  health,  one  of  whom  shall  be  chosen  by  the 
Governor  to  fill  the  vacancy.  Inasmuch  as  Dr.  Yount 
does  not  choose  to  be  renominated,  it  is  the  feeling  that 
Maricopa  should  be  represented  on  the  Board  at  the 
appropriate  time.  The  suggestion  of  the  Arizona  Psychia- 
tric Society  that  consideration  be  given  to  a physician 
who  has  interest  in  and  knowledge  of  mental  health  in 
the  filling  of  this  vacancy  was  noted. 

Determined  to  communicate  with  Maricopa  County 
Medical  Society  requesting  that  it  submit  to  tins  Board  a 
list  of  five  qualified  members  who  will  be  agreeable  to 
serve,  if  appointed  by  the  Governor,  for  its  further 
consideration.  Should  there  be  a preference,  the  Society 
shall  so  designate. 

European  Charter  Flight 

Determined  to  take  no  action  on  request  of  George 
Seharf,  M.D.  (Phoenix)  that  this  Association  be  sponsor 
of  a charter  flight  for  foreign  travel. 
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Benevolent  and  Loan  Fund  Committee 

Scholarships 

Reported  that  the  Benevolent  and  Loan  Fund  Com- 
mittee of  this  Association  awarded  a $500  scholarship 
to  Timothy  A.  Lind,  of  Tucson,  graduate  of  the  Univer- 
sity of  Arizona,  who  has  entered  the  first  freshman  class 
of  that  University’s  College  of  Medicine.  This  makes  a 
total  of  five  (5)  grants  so  far  this  year.  Lowell  W.  Rogers, 
of  Phoenix,  previously  awarded  a similar  scholarship, 
acknowledges  receipt  and  expresses  his  grateful  appre- 
ciation therefor. 

Central  Office  Advisory  Committee 

Membership  Classifications 
MARICOPA 

Jerome  E.  Andes,  M.D.  (Cave  Creek)  — Active  to 
Affiliate  by  Maricopa  Society,  effective  8/10/67  — 
Question  of  “disability”  which  may  require  Associate 
membership  in  this  Association.  Action  deferred  to  de- 
termine practice,  part  or  full  time  presently.  Report 
findings  next  meeting. 

Lewis  J.  Brown,  M.D.  (Phoenix)  — Active,  granted 
Associate  (dues  exempt),  account  military  service,  effec- 
tive 1/1/68. 

Robert  I.  Carlson,  M.D.  (Phoenix)  — Active,  granted 
Service  (Vi  dues),  account  full-time  employment  with 
Arizona  State  Hospital,  effective  1/1/68. 

Virgil  S.  Counsellor,  M.D.  (Phoenix)  — Active  to  Active 
(dues  exempt),  account  70  years  of  age  or  over,  effective 
1/1/68  — Tabled.  Determine  whether  Maricopa  grants 
this  classification  change  on  request  or  automatically. 

Robert  Godersky,  M.D.  (Phoenix)  — Granted  Service 
(¥4  dues),  account  full-time  employment  with  Arizona 
State  Department  of  Health,  effective  9/20/67. 

Martin  S.  Kleckner,  M.D.  (Phoenix)  — Active,  granted 
Associate  (dues  exempt),  account  illness,  effective  (retro- 
active) 1/1/65. 

Baroukh  Y.  Marzouk,  (M.D.  (Phoenix)  — Active,  grant- 
ed Service  (¥1  dues),  account  full-time  employment  with 
Maricopa  County  General  Hospital,  effective  1/1/68. 

Thomas  F.  Moore,  M.D.  (Miami/Phoenix)  — Granted 
Associate  (dues  exempt),  account  residency  training, 
effective  7/11/67. 

William  J.  Moore,  M.D.  (Phoenix)  — Service,  granted 
Affiliate  (dues  exempt),  account  left  practice  in  county 
to  engage  in  public  health  overseas,  effective  1/1/67. 

Edward  Roth,  M.D.  (Phoenix)  — Granted  Service  (14 
dues),  account  full-time  employment  with  Arizona  State 
University,  effective  9/20/67. 

C.  H.  Sehaller,  M.D.  (Phoenix)  — Granted  Affiliate 
(dues  exempt),  account  retired  and  residing  in  Arizona, 
effective  9/20/67. 

Albert  G.  Wagner,  M.D.  (Phoenix)  — Active,  granted 
Associate  (dues  exempt),  account  residency  training, 
effective  1/1/68. 

PIMA 

Richard  Dale,  M.D.  (Tucson)  — Active,  granted  Asso- 
ciate (dues  exempt),  account  military  service,  effective 
1/1/68. 

Robert  E.  McDonald,  M.D.  (Tucson)  — Active,  granted 
Associate  (dues  exempt),  account  retirement,  effective 
1/1/68. 

John  Bert  Powell,  M.D.  (Tucson)  - Active,  granted 


Associate  (dues  exempt),  account  military  service,  effec- 
tive 1/1/68. 

Governmental  Services  Committee 

Regional  Advisory  Group 

Approved  appointment  of  Richard  O.  Flynn,  M.D., 
Vice  President  (Tempe)  a member  of  the  Regional  Ad- 
visory Group  to  the  Arizona  Regional  Medical  Program 
(Heart,  Cancer  and  Stroke  — P.L.  89-239).  Dr.  Flynn 
accepts  the  assignment. 

Title  XIX  — Arizona  Medical  Assistance  Plan 

Title  XIX,  Arizona  State  Plan  for  Medical  Assistance, 
approved  by  the  Board  of  Directors,  April  25,  1967, 
revised  and  approved  by  the  Governmental  Services 
Committee,  September  17,  1967,  revision  approved  by 
the  Board  by  mail  vote  (letter  of  September  19,  1967): 
twenty-two  (22)  members  voting  in  the  affirmative;  none 

(0)  in  the  negative;  two  (2)  members  not  voting. 
AFFIRMED. 

P.L.  89-97,  Medicare  — Violations 

AMA  Substitute  Resolution  (for  Nos.  16  and  108), 
adopted  in  Annual  House  Meeting  of  1967,  urges  med- 
ical societies  to  investigate,  document  and  report  to  the 
AMA  Law  Division  all  violations  of  P.L.  89-97  (Medi- 
care) by  officers  or  employees  of  the  federal  govern- 
ment; further,  urges  cooperation  at  state  and  local  levels 
in  furnishing  this  information.  RECEIVED. 

History  and  Obituaries  Committee 

Medical  Museum  — U.  of  A.  Library 

Recommends  acceptance  of  University  of  Arizona 
facilities  under  the  Library  Department  for  the  control, 
storage,  and  exhibition  of  all  records  and  artifacts  both 
personal  and  those  of  the  Association,  at  the  University, 
the  records  to  be  supervised,  stored,  and  kept  in  the 
Main  Library  to  be  transferred  later  to  a future  branch 
of  western  education,  the  actual  artifacts  to  be  exhibited 
in  the  College  of  Medicine,  and  the  records  to  be  kept 
in  the  Library  itself:  (a)  the  collection  to  bear  the  name 
of  the  Arizona  Medical  Association  in  its  title;  and  (b) 
to  be  controlled  by  a regulating  committee  representing 

(1)  the  Arizona  Medical  Association,  and  (2)  the  Univer- 
sity of  Arizona  College  of  Medicine  and  the  Library 
Department.  It  not  only  would  furnish  the  regular 
museum  facilities  but  would  actually  be  open  to  indi- 
vidual research,  the  supplying  of  the  individual  physi- 
cian or  groups  of  physicians  with  Xerox  or  microfilm 
copies  of  historical  material,  and  the  additional  aid  of 
secretarial  assistance  should  such  be  required. 

It  was  regularly  moved  and  unanimously  carried  that 
the  previous  motion  of  the  Board  relating  to  this  subject, 
adopted  at  its  meeting  held  July  9,  1967,  be  lifted  from 
the  table  and  that  it  now  be  defeated  (disapproved). 

It  was  regularly  moved  and  unanimously  carried  that 
the  History  and  Obituaries  Committee  be  authorized  to 
negotiate  with  the  University  of  Arizona  College  of 
Medicine,  Library  Department,  concerning  the  estab- 
lishment of  a medical  museum. 

Professional  Commiitee 

Medical  Advisory  Committee  — Rehabilitation 

Approved  appointments  of  Drs.  Ray  Fife  (Phoenix); 
Samuel  R.  Joseph  (Phoenix);  William  B.  Haeussler 
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(Phoenix);  William  F.  Osborn  (Phoenix);  Donald  F.  Hill 
(Tucson);  Merlin  K.  DuVal  (Tucson);  John  R.  Schwartz- 
mann  (Tucson);  Howard  M.  Kravetz  (Phoenix);  Bertram 
L.  Snyder  (Phoenix);  Joseph  C.  White,  Jr.  (Phoenix); 
Samuel  C.  Colachis  (Phoenix)  NON-MEMBER;  Rexford 
A.  Peterson  (Phoenix);  Robert  A.  Price  (Phoenix);  Walter 
V.  Edwards  (Phoenix);  Henry  S.  Edwards  (Tucson) 
NON-MEMBER;  Sanford  H.  Roth  (Phoenix);  Max  L. 
Wertz  (Phoenix);  Roy  E.  Burgess  (Phoenix);  Thomas  M. 
Foreman  (Tucson);  Norman  D.  Duley,  Jr.  (Flagstaff); 
Carl  R.  Bjorklund  (Phoenix);  Alan  Yudell  (Phoenix) 
NON-MEMBER;  Harry  A.  Danielson  (Phoenix)  NON- 
MEMBER; and  Arnold  H.  Dysterheft  (McNary)  to 
membership  on  the  Medical  Advisory  Committee  to  the 
Division  of  Vocational  Rehabilitation  of  the  Arizona 
State  Board  of  Vocational  Education.  Each  has  accepted 
the  assignment. 

Meeting,  10/8/67  — Actions 

The  Professional  Committee,  in  meeting  held  October 
8,  1967,  took  the  following  actions: 

ACUTE  CARDIAC  CARE 

The  Board  previously  endorsed  (in  behalf  of  the  Asso- 
ciation) the  “Joint  Statement  on  Acute  Cardiac  Care” 
submitted  by  the  Arizona  State  Nurses’  Association. 
Emphasis  was  placed  on  the  “properly  trained  and  com- 
petent to  perform”  nurse  under  direction  of  the  physi- 
cian. It  was  determined  to  call  to  the  attention  of  the 
Board  the  importance  of  establishing  legal  responsibility 
in  these  cases,  suggesting  that  it  call  to  the  attention  of 
all  hospitals  throughout  the  State  that  such  responsibili- 
ties be  carefully  spelled  out,  and  that  all  physicians  in 
the  State  working  in  hospitals  in  this  area  be  similarly 
informed  in  order  that  they  may  know  exactly  where 
they  stand. 

Accepted  suggestion  and  authorized  communication 
with  Arizona  hospitals. 

MILITARY  REJECTEE  CRITERIA 

It  was  reported  that,  without  adequate  information 
apparently  available  only  to  the  Selective  Service,  it 
would  not  appear  possible  to  develop  appropriate  cri- 
teria on  the  local  level  in  the  area  of  psychoneurosis 
and  psychiatric  disability.  It  was  determined  to  again 
recommend  to  the  Board  that  it  memorialize  the  AMA 
to  the  end  that  it  be  requested  to  consider  this  problem 
through  its  appropriate  committee(s),  as  it  cannot  be 
done  on  the  local  level. 

Determined  to  memorialize  the  American  Medical 
Association  to  study  the  military  rejectee  problem;  de- 
velop appropriate  criteria  in  the  area  of  psychoneurosis 
and  psychiatric  disability;  and  advise  the  constituent  asso- 
ciations for  guidance. 

HYPNOSIS 

In  the  matter  of  conduct  of  a medical  hypnosis  sem- 
inar being  sponsored  by  the  Phoenix  College,  Evening 
Division,  determined  to  request  to  the  Board  of  Direc- 
tors that  it  investigate  the  feasibility  of  establishing  a 
policy  on  participation  of  physicians,  members  of  this 
organization,  in  lay-sponsored  (medical  educational) 
programs. 

Determined  not  to  consider  lending  support  to  such 
activity  until  more  is  learned  about  it;  that  Drs.  Boyden 
L.  Crouch  and  Paul  B.  Jarrett  (both  of  Phoenix,  taking 


the  course  as  observers,  be  asked  to  express  their  views 
and  opinions  upon  completion  thereof;  that  the  subject 
then  be  forwarded  to  the  Arizona  Psychiatric  Society 
for  consideration,  comment  and  suggestion;  and  that 
the  President,  Dr.  Dysterheft,  give  consideration  to  the 
establishment  of  a special  committee  to  concern  itself 
in  the  field  of  hypnosis,  possibly  including  Drs.  Crouch 
and  Jarrett  as  members. 

DIABETES  DETECTION  PROGRAM 

Determined  that  a Diabetes  Detection  Program  as 
conducted  in  1966  and  proposed  for  1967  be  not  spon- 
sored by  this  Association  in  1968;  that  the  1967  Diabetes 
Detection  Program  being  sponsored  by  this  Association 
be  disengaged;  that  the  Secretary  be  requested  to  imme- 
diately communicate  with  the  Presidents  and  Diabetes 
Detection  Drive  Chairmen  of  the  component  County 
Medical  Societies  calling  their  attention  to  the  actions 
of  the  Professional  Committee  in  this  regard  in  meeting 
held  October  8,  1967  (this  has  been  done);  and  that  in 
the  next  issue  of  Medical  Memos  to  be  released  to  the 
membership,  notation  be  included  regarding  these  two 
actions. 

Supported  the  action  and  directed  that  the  member- 
ship be  so  informed  through  Medical  Memos  (this  ap- 
peared in  issue  #15,  November  1,  1967). 

X-RAY  MACHINE  SURVEY 

Recommended  to  the  Board  approval  of  the  program 
of  the  Arizona  State  Department  of  Health,  cooperating 
and  coordinating  its  activities  with  those  of  the  Arizona 
Atomic  Energy  Commission,  in  the  survey  of  x-ray  mach- 
ines in  doctors’  offices  and  other  facilities  using  such 
equipment  (offices  of  dentists,  chiropractors,  etc.),  in- 
cluding examination,  evaluation,  registration  and  recom- 
mendations for  the  control  of  radiation.  APPROVED. 

PODIATRY 

Recommends  to  the  Board  of  Directors  adoption  of 
the  regulation  of  the  Joint  Commission  on  Accreditation 
of  Hospitals  dealing  with  Podiatry  in  Accredited  Hos- 
pitals, as  is  set  forth  in  its  Bulletin  No.  44,  issue  of 
April  1967. 

Authorized  preparation  of  appropriate  resolution  for 
presentation  to  the  House  of  Delegates  of  this  Associa- 
tion in  annual  meeting  April  next. 

DEATH  CERTIFICATES 

Determined  that  the  physician  should  remain  respon- 
sible for  the  certification  of  the  death  of  a person  who 
dies  in  a Nursing  Home. 

Accepted  recommendation  and  authorized  member- 
ship to  be  informed  through  Medical  Memos. 

IMMUNIZATION 

At  the  request  of  LEAP,  determined  to  support  a 
free  immunization  clinic  for  several  weeks  to  serve  the 
South  Phoenix  area  to  be  made  available  to  only  the 
absolute  indigent  people.  It  is  understood  this  has  the 
approval  of  Dr.  John  A.  Ash,  President  of  the  Maricopa 
County  Medical  Society. 

Inasmuch  as  this  project  has  been  undertaken  and 
completed,  it  appears  no  action  indicated  at  this  time. 

SCHOOL  PHYSICAL  EXAMINATION 
AND  IMMUNIZATION 

Approved  intent  of  the  Physical  Examination  and 
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Immunization  Referral  Program  (proposed  School  Health 
Program)  recommended  by  the  Arizona  State  Department 
of  Health.  SUPPORTED. 

ANTI-RABIES  TREATMENT 

Adopted  the  policy  of  the  Arizona  State  Department 
of  Health  relating  to  recommendations  for  anti-rabies 
treatment. 

Accepted  guidelines  for  anti-rabies  treatment  promul- 
gated by  the  Arizona  State  Department  of  Health  and 
authorized  membership  notification  through  Medical 
Memos. 

NURSE  LIAISON 

Recommends  to  the  Board  of  Directors  the  reactiva- 
tion or  re-establishment  of  a liaison  committee  to  meet 
with  a similar  committee  of  like  number  to  be  appointed 
by  the  Arizona  State  Nurses’  Association,  each  being 
individually  responsible  to  its  parent  organization,  financ- 
ing to  be  shared  equally,  for  the  purpose  of  discussing 
doctor-nurse  problems  of  mutual  interest. 

Determined  to  implement  on  basis  as  outlined. 

COLLEGE  HEALTH  RECORD  FORMS 

In  review  of  the  uniform  College  Health  Record 
Forms,  approved  by  the  American  College  Health  Asso- 
ciation and  the  American  Medical  Association  — Liaison 
Committee,  one  for  the  Medical  History  to  be  completed 
by  the  student,  and  the  other  for  the  Health  Evaluation 
to  be  completed  by  the  physician,  designed  for  either 
machine  or  manual  processing,  recommends  that  a 
standard  form  be  used. 

Approved  use  of  standard  health  form  in  all  colleges 
in  Arizona. 

FULL-TIME,  SALARIED  HOSPITAL  EMPLOYEES 
It  was  determined  by  the  members  present  of  the 
Professional  Committee  of  Arizona  Blue  Shield  Medical 
Service  in  meeting  held  August  15,  1967,  that  Blue 
Shield  claims  are  being  submitted  by  physicians  who 
are  full-time,  salaried  employees  of  hospital  staffs.  The 
professional  services  in  question  are  administered  to 
inpatients  and  claims  for  these  services  subsequently 
submitted.  It  is  its  understanding  that  professional  serv- 
ices rendered  by  full-time,  salaried  hospital  employees 
come  under  the  category  of  coverage  under  another 
contract  of  the  Corporation  and  are,  in  fact,  included 
in  the  per  diem  reimbursement  payable  through  the 
Blue  Cross  portion  of  the  subscriber’s  contract;  there- 
fore, no  additional  entitlement  is  available  to  such  phy- 
sicians through  Blue  Shield  sources.  The  Professional 
Committee  of  this  Association  concurs  in  the  opinion 
of  the  Professional  Committee  of  the  Arizona  Blue 
Shield  Medical  Service;  that  this  be  the  position  of  this 
Association,  and  it  so  recommends;  and  that  the  Board, 
in  concurrence,  so  notify  the  membership. 

Determined  to  obtain  additional  facts  from  Arizona 
Blue  Shield  and  then  refer  matter  to  the  Medical 
Economics  Committee  for  study. 

Private  Practice  vs.  Medical  School 

Dr.  Melick  reported  that  as  far  as  he  can  determine 


the  attitude  of  the  College  of  Medicine  is  that  it  will 
not  look  with  favor  on  any  activity  of  the  faculty  that 
is  not  in  keeping  with  a policy  mutually  agreed  upon 
by  the  medical  school  and  the  practicing  physicians. 

Public  Relations  Committee 

P/R  Firm  Employment 

Approved  employment  of  the  firm  of  John  S.  Turner 
and  Associates  (Phoenix)  at  a fee  of  $1,500  to  handle 
Press  Relations  prior  to  and  during  the  1968  annual 
meeting  of  this  Association. 

Annual  Meeting  — D.O.  Participation 

Dr.  Payne  presented  for  discussion  the  subject  of 
extending  an  invitation  to  the  doctors  of  osteopathy  to 
attend  the  scientific  sessions  of  the  annual  meeting. 

Authorized  the  Board  of  Directors  to  prepare  and  pre- 
sent to  the  House  of  Delegates  in  annual  meeting  April 
next  a resolution  suggesting  the  extending  of  an  invita- 
tion to  doctors  of  osteopathy  to  attend  the  scientific- 
sessions  of  the  annual  meeting  of  this  Association,  as 
non-registrants. 

Territorial  Medicine  Publication 

Approved  the  distribution,  free  of  charge,  of  available 
copies  of  the  publication:  “Territorial  Medicine  in  Ari- 
zona,” to  new  ArMA  members  retroactive  to  date  of 
release  of  publication;  thence  to  existing  Arizona  hospital 
libraries;  and  thence  to  existing  Arizona  high  school 
libraries. 

Woman’s  Auxiliary  Dues 

Authorized  the  Board  of  Directors  to  prepare  and 
present  to  the  House  of  Delegates  in  annual  meeting 
April  next  a resolution  providing  for  an  increase  of 
$7.00  in  annual  dues,  representing  those  of  the  Woman’s 
Auxiliary  to  the  Arizona  Medical  Association,  to  be  paid 
to  the  Auxiliary  on  collection. 

Communications 

Blue  Shield  Intermediary 

Arizona  Hospital  Association  supports  action  of  the 
House  of  Delegates  of  this  Association  (Resolution  No. 
10-66,  adopted  April  29,  1967)  recommending  designa- 
tion of  Arizona  Blue  Shield  Medical  Service  as  inter- 
mediary for  Part  B,  Title  XVIII  (Medicare),  in  Arizona. 
RECEIVED. 

Hospital  Governing  Boards 

Statement:  ‘The  Governing  Board  of  the  Hospital 
shall  be  representative  of  the  Community;  the  composi- 
tion of  the  Board  should  include  those  persons,  regardless 
of  professional  or  business  background  who  can  best 
contribute  to  the  aims,  goals  and  purposes  of  the  im- 
provement of  patient  care;  and  the  decision  of  who  shall 
serve  and  how  they  are  elected  can  best  be  determined 
by  the  governing  body  of  the  individual  institution.” 
RECEIVED. 

Paramedical  Personnel  Supervision 

American  Academy  of  Physical  Medicine  and  Re- 
habilitation expresses  concern  over  tendencies  and  actual 
proposals  in  some  states  to  divorce  control  of  para- 
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medical  personnel  from  supervision  of  physicians.  A 
watchful  eye  on  legislation  proposed  in  this  state  is 
urged.  RECEIVED. 

Other  Business 

P.L.  89-749,  Comprehensive  Health  Planning 

Suggested  that,  when  meeting  with  the  Governor  in 
the  matter  of  negotiations  with  the  Industrial  Commis- 
sion, the  subject  of  designation  of  a single  agency  to 
administer  Comprehensive  Health  Planning  under  P.L. 
89-749,  the  Arizona  State  Department  of  Health  having 
been  previously  so  recommended  by  this  Association,  be 
included  on  the  agenda. 

Medical  Memos 

Favorable  comment  was  offered  with  regard  to  the 
newsletter  publication.  Medical  Memos.  Since  its  incep- 
tion in  October  1966,  a total  of  sixteen  (16)  issues  have 
been  released.  Postage  alone  amounts  to  approximately 
$100  per  issue.  Continuation  authorized. 

Western  Conference  — Medical  Care 

Dr.  Dysterheft  reported  on  the  Western  Conference 
on  Future  Directions  and  Decisions  in  Medical  Care 
sponsored  by  the  California  Medical  Association  held 
at  the  San  Marcos  Hotel,  Chandler,  Arizona,  November 
10,  11  and  12,  1967.  Comprehensive  Health  Planning, 
P.L.  89-749,  was  the  major  subject  of  discussion. 
MEETING  ADJOURNED  AT  4:15  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


tHedical  Center  and  Clinical  i.a(teratcHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  EQUIPMENT  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkil I,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lighiowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K*,  Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest, Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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An  Artificial  Glomerulus 


Meyer  Markovitz,  M.D. 


Studies  continue  in  many  laboratories  to 
find  the  answer  to  the  development  of  small- 
er, cheaper  and  simpler  artificial  kidneys. 
Here  are  the  results  of  some  of  this  work  in 
Arizona  under  the  stimulus  of  the  Arizona 
Kidney  Foundation. 


444  West  Osborn  Road 
Phoenix,  Arizona  85013 


£ XTRA-CORPOREAL  hemodialysis,  repeatedly 
applied,  as  pioneered  by  Scribner  et  al,1  has 
made  it  possible  to  maintain  patients  who  would 
otherwise  die  of  renal  failure.  However,  this  has 
proven  to  be  expensive  in  time,  trained  per- 
sonnel, and  money.  The  search  for  a low-cost, 
portable  method  led  to  the  “artificial  glomerulus” 
described  below.  In  recent  years,  knowledge  of 
membrane  chemistry  has  greatly  expanded.  A 
process  named  “reverse  osmosis,”2  by  which  pot- 
able water  is  made  from  brackish  water,  sug- 
gested the  possibility  of  using  a similar  mem- 
brane in  an  “artificial  glomerulus.” 

The  membranes  used  to  date  in  this  study  are 
cellulosic,  i.e.  made  from  cellulose  acetate,  ace- 
tone, formamide  and  other  substances.  The  mem- 
brane is  used  in  a tubular  form  and  is  composed 
of  cellulose  acetate  and  water,  with  water  com- 
prising approximately  65%  of  the  total  weight. 
Fig.  1 portrays  the  device  used.  The  membrane 
surface  area  in  this  prototype  for  an  artificial 
glomerulus  is  185  cm2.  Fluids  tested  to  date 
include  tap  water,  skimmed  milk,  paracentesis 
fluid,  beef  plasma,  human  blood  and  calf  lymph. 
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Figure  1.  Tubular  membrane  (C)  is  slipped  over  central 
core  (A)  and  wrapped  with  nylon  mesh  (D).  Perforated 
tube  (B)  provides  backing  for  tire  membrane.  Outside 
tube  (E)  has  filtrate  egress  (F).  Fluid  flows  in  through 
(G)  and  out  holes  in  central  core  (A)  beyond  internal  O 
ring  seal;  then  passes  between  membrane  (C)  and  central 
core  (A)  and  out  holes  in  top  of  core  and  through  solen- 
oid (H). 

This  figure  drawn  by  K.  Block. 


The  results  are  listed  in  Table  A.  Flux,  the  rate  of 
fluid  passage  across  the  membrane  in  cc/cm2  of 
membrane/minute,  is  calculated  for  the  first 
thirty  minutes  because  as  protein  solutions  be- 
come more  concentrated  the  flux  decreases.  The 
fluids  are  pulsed  through  the  “artificial  glomeru- 
lus” every  2.6  seconds  by  means  of  a finger- 
pump  and  a solenoid  (valve  aperture  1/16”)  at 
a flow  of  150  cc/minute.  As  shown  in  Table  A, 
the  filtrate  is  essentially  an  ultrafiltrate  of  the 
solutions  tested  with  regard  to  glucose,  urea,  uric 
acid,  creatinine,  calcium  and  phosphorus.  Pro- 
tein, cholesterol  and  bilirubin  pass  through  the 
membrane  only  in  minute  amounts. 

In  this  study  whole  blood  posed  a special 
problem  due  to  red  cell  hemolysis.  When  pulsa- 
tile flow  and  the  solenoid  valve  are  removed, 
and  continuous  flow  at  the  same  rate  of  150 
cc/minute  substituted,  the  rate  of  hemolysis  is 
reduced  to  an  acceptable  level.  However,  flux 
is  likewise  reduced  by  75%.  The  relationship  be- 
tween thickness  of  fluid  film,  velocity  of  flow, 
pressure,  flux,  and  hemolysis  when  using  these 
cellulosic  membranes  has  not  been  adequately 
defined. 

Experiments  are  continuing  with  a series  of 
membrane  modifications  aimed  mainly  at  increas- 


ing flux.  The  application  of  this  method  to  the 
filtration  of  paracentesis  fluid  and  lymph  is  pre- 
sently possible. 

With  improved  membranes  and  equipment  it 
should  be  feasible  to  work  with  whole  blood. 
The  advantages  of  this  device  are  ( 1 ) lack  of 
need  for  bulky  dialyzing  fluid,  and  (2)  the  pos- 
sibility of  miniaturization  leading  to  true  port- 
ability and  continuous  action.  The  disadvantage 
is  that  the  filtrate  is,  of  course,  dilute.  There- 
fore, in  its  present  state  of  development  this  de- 
vice could  not,  by  itself,  sustain  life  in  an  anuric 
patient.  It  could  be  useful  in  a system  of  nightly 
filtration  of  lymph  as  described  by  Sarles,3 
allowing  the  patient  to  ingest  water  ad  lib.  It 
could  also  be  useful  in  edematous  states  such  as 
chronic  congestive  heart  failure  refractory  to  the 
usual  methods  of  treatment,  and  in  the  ascites 
of  cirrhosis.  It  also  would  seem  a useful  method 
for  concentrating  any  protein  solution  without 
risking  denaturation. 

In  the  future,  improved  membrane  selectivity 
and  flux  might  lead  to  two  or  more  membranes 
being  used.  The  first  membrane  could  be  used 
to  separate  all  the  solute  in  the  manner  described 
above  for  the  “artificial  glomerulus”  and  the 
second  membrane  could  be  made  to  allow  some 
solutes  and  water  to  return  to  the  body  while 
separating  out  unwanted  solutes. 
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Protein  and  plasma  hemoglobin  determina- 
tions were  performed  by  Dr.  Frank  Mann.  All 
other  chemistries  were  performed  by  the  Osborn 
Clinical  Laboratory  with  Technicon  Automated 
Equipment. 

My  appreciation  to: 

1.  Dr.  Eduardo  Eidelberg,  Barrow  Neurologi- 
cal Institute. 

2.  Dr.  S.  Loeb,  U.C.L.A.  Department  of  En- 
gineering. 

3.  Dr.  William  Rhodes. 

4.  Miss  Betty  Smallfelt,  technician. 

5.  Arizona  Kidney  Foundation. 
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TABLE  A 


TAP  WATER 

Volume  in  cc 

e 

■i-t 

e 

^E 

X 

P 

Ua 

Time  in  hours 

Protein  gm% 

Bilirubin  mg% 

E 

E 

3 

•H 

O 

nJ 

O 

Phosphorus  mg% 

Glucose  mg% 

Urea  Nitrogen  mgT, 

Creatinine  mg% 

Uric  Acid  mg% 

Cholesterol  mgT, 

0.039 

g 

a Begin 

w 

H Filtrate 

a 

End 

1000 

0.013 

5% 

3.4 

296 

155 

2.2 

118 

757 

0.4 

296 

154 

2.2 

0 

243 

11.3 

296 

154 

2.1 

196 

t§  Begin 

500 

6.5 

8.5 

6.9 

320 

10 

2.7 

2.3 

90 

5 

no 

Filtrate 

146 

0.01 

1% 

0 

8.6 

6.8 

320 

11 

1.6 

2.0 

read 

P. 

W 

« End 

354 

9.1 

8.5 

7-0 

319 

10 

2-9 

2.3 

120 

1/  Two  grams  of  urea  were  added  Co  the  skimmed  milk  initially. 


TABLE  A continued 


Volume  in  cc 

c 

E 

^E 

X 

D 

H 

U-> 

Time  in  hours 

Protein  gmT, 

Bilirubin  mgT, 

Calcium  mgT, 

Phosphorus  mgTo 

Glucose  mgT, 

Urea  Nitrogen  mg' 

Creatinine  mgT, 

Uric  Acid  mgT, 

Cholesterol  mgT, 

. 2/ 
Begin 
w 

g _ Filtrate 

£ s 

W C3 

O g End 

< 

fU 

500 

0.024 

1 3/4 

0.7 

4.3 

4.7 

0.3 

310 

30 

3.9 

7.3 

375 

0.2 

0.2 

4.6 

0.3 

310 

28 

3.6 

6.7 

125 

2.1 

13.4 

5.3 

0.3 

309 

28 

3.8 

7.3 

R • 3/ 

Begin 

^ g Filtrate 

i 3 

3 « End 

600 

0.011 

2.0 

5.4 

8.1 

7.7 

304 

14 

1.1 

3.9 

154 

200 

0.1 

8.0 

5.8 

304 

13 

1.3 

3.7 

no 

read 

400 

7.5 

Unabl 

e - du 

2 tO  " 

thickn 

2SS  Of 

plasm 

i" 

4/ 

* Begin 

J Filtrate 

a 

< End 

1000 

0.014 

2 1/2 

3.0 

6.8 

7.6 

104 

8 

1.1 

below 

2 

Less  t 
50 

364 

1 mgri 

5.2 

7.1 

102 

8 

1.1 

Delow 

2 

less  t 
50 

3.3 

7.2 

7.5 

100 

8 

1.1 

Delow 

2 

less  t 
50 

2/  Paracentesis  fluid  from  a patient  with  alcoholic  cirrhosis. 


3/  Whole  blood  was  obtained  from  polycythemic  patients  (120  cc  citrate  plus  480  cc  blood). 
4/  Calf  lymph  was  heparinized  and  supplied  by  Dr.  H.  Sarles. 
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Acne  Treated  With  Wet  Compresses 
Followed  By  Corticosteroid  Cream 


The  value  of  the  use  of  topical  fluocinolone 
acetonide  cream  following  compresses,  as  an 
adjuvant  for  recalcitrant  acne  vulgaris,  has 
been  studied  in  65  patients.  It  was  found  to  be 
effective  in  a significant  number. 


f Associate  Professor  of  Dermatology,  Tufts  University  School  of 
Medicine,  Boston,  Massachusetts. 

J444  W.  Osborn  Road,  Phienx,  Arizona. 


A portion  of  this  paper  was  read  at  the  Dermatological  Section 
of  the  annual  AMA  meeting  in  June  1967. 


I N a preliminary  publication1  evidence  was  pre- 
sented that  the  use  of  warm  compresses  follow- 
ed by  the  application  of  an  0.025%  fluocinolone 
acetonide  cream*  helped  resolve  the  more  severe 
recalcitrant  inflammatory  lesions  of  acne  vul- 
garis. That  study  eliminated  concomitant  thera- 
peutic agents,  in  order  to  ascertain  the  clinical 
effectiveness  of  the  gluco-corticoid  cream  itself. 
The  frequency  and  continued  use  of  that  treat- 
ment proved  not  to  be  a practical  approach  with 
many  patients  for  sustaining  the  supression  of 
acne. 

This  present  study  was  undertaken  (a)  to 
determine  the  value  and  manner  of  use  of  that 
mode  of  therapy  as  an  adjunct  to  other  accepted 
measures  for  the  treatment  of  acne  vulgaris;  ( b ) 
to  also  resolve  if  the  concomitant  use  of  anti- 
biotics and  “peeling”  preparations  could  elim- 
inate the  rare  side  effects  noted  when  the  corti- 
costeroid cream  and  compresses  were  used  alone; 

“Synalar:  Fluocionlone  Acetonide  Cream,  0.025%  supplied  by 
Dr.  Kenneth  Burdick  and  Dr.  Victor  Gubersky,  Syntex  Labora- 
tories, Inc.,  Palo  Alto,  Calif. 
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namely,  pustules,  papules  and  question  of  a re- 
bound;2 (c)  to  ascertain  the  usefulness  of  this 
manner  of  treatment  with  patients  who  had  acne 
vulgaris  and  atopic  dermatitis,  who  poorly  tol- 
erated many  of  the  conventional  topical  thera- 
peutic remedies;  and  (d)  to  evaluate  its  effec- 
tiveness combined  with  “lotions”  for  acne  pa- 
tients with  “irritable”  colons  who  could  not  take 
antibiotics  over  prolonged  periods  of  time. 

METHODS 

Group  1 — Acne  patients  with  deep  papules, 
nodules  and  cysts  were  treated  and  followed  by 
the  authors,  personally,  in  their  respective  prac- 
tices, which  represented  entirely  different  envir- 
onmental conditions.  The  patients  were  started 
on  500-700  mgm  doses  of  tetracycline  per  day 
for  one  week  and  were  maintained,  thereafter, 
on  250  mgm  daily.  Concomitantly  a “peeling” 
preparation  was  prescribed  for  use  day  and  night. 
It  consisted  of  a lotion,  pancake  or  paste  and 
contained  either  sulfur,  resorcin  or  benzoyl  per- 
oxide. If,  after  a minimum  of  2 weeks  on  that 
routine,  there  was  evidence  of  active  inflamma- 
tory lesions  plus  more-or-less  comparable  bilat- 
eral involvement,  then  the  adjunct  procedure 
was  started.  65  patients  were  so  treated.  This 
involved  applying  wet  compresses  for  5-6  minutes 
followed  immediately,  while  the  area  was  damp, 
by  the  inunction  of  a small  amount  of  0.025% 
fluocinolone  acetonide  cream  three  or  four  times 
a day  on  one  side.  A 15  gram  tube  usually  was 
adequate  for  two  weeks  of  treatment  for  facial 
involvement.  After  one-  or  two-week  periods  of 
observation,  if  there  was  definite  indication  of 
improvement  of  the  side  so  managed,  then  the 
comparable  area  was  also  so  treated.  If  the 
beneficial  effects  were  considered  good  to  ex- 
cellent, the  number  of  daily  compress  applica- 
tions were  gradually  reduced.  Providing  there 
was  sustained  improvement,  the  antibiotics  were 
then  interrupted  by  allowing  for  rest  periods 
while  the  other  topical  agents  were  continued. 
Observations  were  maintained  for  2-4  months. 

Group  II  — Seven  atopic  patients  with  acne 
vulgaris  who  developed  an  eczematous  reaction 
from  “peeling  agents”  were  also  included  in  this 
study.  Initially  they  were  given  500  mgs.  of  tet- 
racycline and  the  lotion.  When  they  noted  ex- 
cessive dryness  and  oozing,  the  compresses  and 
gluco-corticosteroid  creams  were  applied,  as  in 
Group  I,  and  the  lotion  temporarily  stopped. 


When  the  adverse  effects  cleared,  the  drying 
lotions  were  reinstituted  while  the  compresses 
were  continued. 

Group  III  — Four  patients  who  were  unable 
to  tolerate  the  broad  spectrum  antibiotics,  be- 
cause of  irritable  colons,  were  also  started  on  the 
compresses  in  the  manner  previously  described 
after  the  maximum  effect  was  noted  with  topical 
“peeling”  preparations. 

RESULTS 

Several  patients  who  were  included  in  Group 
I did  not  strictly  adhere  to  the  format  as  to  the 
number  or  duration  of  application  of  the  com- 
presses. A precise  statistical  analysis  of  this 
group  would  be  inaccurate.  Nevertheless,  the 
pattern  of  the  results  of  those  who  were  able 
to  reasonably  follow  the  schedule  was  strongly 
indicative  of  a decided  additive  therapeutic  ef- 
fect with  the  technique  of  compresses  and  cream. 
Clinical  improvement  consisted  of  flattening  and 
disappearance  of  the  nodules,  cysts  and  deep 
papules  and  the  leaving  of  an  erythematous 
slightly  depressed  scar.  There  was  no  evidence  of 
atrophy,  telangiectasia  or  indication  of  absorp- 
tive effects.  There  appeared  to  be  some  soften- 
ing and  amelioration  of  the  fibrosis  and  scarring 
although  this  was  very  difficult  to  evaluate 
unequivically.  In  none  of  the  patients  were  the 
complications  of  pustule  formation  or  small  pap- 
ules a problem.  There  was  no  question  of  a re- 
bound phenomena  on  the  withdrawal  of  the 
treatment. 

Patients  in  Group  II  and  Group  III  who  were 
unable  to  tolerate  either  the  topical  drying  prep- 
arations or  the  oral  antibiotics  were  afforded 
considerable  additive  value  in  their  management 
with  use  of  the  compresses  and  glucocortico- 
steroid  cream. 

COMMENTS 

Empirically  this  study,  as  well  as  the  several 
reports  on  the  oral  use  of  glucocorticosteroid  and 
or  intralesional  injections3'6,  indicate  the  value 
of  glucocorticosteroids  in  treatment  of  the  mark- 
ed inflammatory  type  of  acne  vulgaris  and  lends 
further  credence  to  our  original  paper.  The 
“white  heads”  and  comedones  were  not  affected 
by  this  therapeutic  approach7. 

There  is  substantial  clinical  testimony,  with 
pathological  confirmation,  to  indicate  that  topi- 
cal corticosteroids  under  occlusion  can  be  effec- 
tive in  resolving  dermal  pathological  abnormali- 
ties2. Evidence  has  been  presented  that  wetting 
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of  an  area  before  the  use  of  fluorinated  corticos- 
teroids can  also  increase  their  effectiveness7. 
Feldman  and  Maibach8  have  further  shown  that 
there  is  considerable  regional  variation  in  per- 
cutaneous absorption  of  C14  Cortisol  in  man 
and  that  there  is  a six-fold  increase  for  acneform 
areas  of  the  forehead  and  thirteen  times  on  the 
angle  of  the  jaw,  as  that  of  the  forearm. 

In  an  endeavor  to  interpret  the  response  to 
therapy  with  the  clinical  picture,  we  have  sepa- 
rated the  pathological  dynamics  of  acne  into 
four  stages.  (I)  The  comedone  and  “white  head” 
(considered  a closed  comedone)  represent  folli- 
cular impactions  consisting  of  a framework  of 
layered  keratinous  material9.  The  accumulation 
of  this  keratinized  material,  derived  from  the 
stratified  squamous  epithelium  of  the  follicular 
wall,  results  in  considerable  follicular  distention, 
such  that  the  sebaceous  glands  and  often  the 
follicular  wall  as  well  undergo  atrophy.  The 
spaces  between  the  keratinized  material  in  the 
comedo  are  filled  with  lipid  and  bacteria.  There 
is  no  unity  of  opinion  as  to  the  pathogenesis 
of  the  comedone:  Van  Scott10  interprets  this 
as  that  portion  remaining  of  the  upper  follicular 
neck  of  a disrupted  pilo-sebaceous  unit  which 
persists  as  a blind  sac  of  accumulated  keratogen- 
ous  material  produced  by  the  walls  and  thus  is 
a sequela  of  a destructive  lesion  of  acne.  Inter- 
preted thus  then  they  are  actually  a non-inflam- 
matory  residual.  One  might  have  hypothesized 
that  this  type  of  lesion  would  not  have  respond- 
ed to  the  corticosteroids  except  that  as  the  proc- 
ess of  acne  per  se  was  controlled  that  there 
would  be  fewer  new  lesions  formed.  This  type  of 
change  was  noted  clinically  in  our  preliminary 
study.  Acne  surgery  and  possibly  the  “peeling” 
agents,  one  might  conjecture  to  be  the  rationale 
management  of  this  stage.  (II)  It  is  generally 
agreed  that  one  of  the  earliest  changes  in  acne 
(Lever11,  Montgomery12,  and  Strauss13)  con- 
sists of  an  intrafollicular  phase  in  which  there 
is  hyperkeratinization  of  the  sebaceous  duct  and 
may  later  also  include  intrafollicular  pustular 
formation.  It  is  this  phase  of  the  disease,  we  be- 
lieve, that  is  probably  responsive  to  the  “peeling 
agents  ’ and/or  the  antibiotics.  Our  clinical  ex- 
perience did  not  indicate  the  corticosteroid 
cream  efficacious  for  this  phase  and,  in  fact,  our 
earlier  studies1  indicated  the  possibility  that  this 
mode  of  therapy,  when  used  alone,  might  aggra- 
vate the  lesions  in  this  state. 


III.  “Leakage”  through  the  wall  of  the  follicu- 
lar duct  into  the  dermis  produces  factors  simi- 
lar to  those  resulting  from  rupture  of  the  comed- 
ones of  Stage  IV. 

IV.  We  consider  the  fourth  stage  as  result- 
ing from  rupture  of  the  comedone  with  libera- 
tion of  lipoids,  particularly  the  short  chain  fatty 
acids  — the  most  potent  inflammatory  agent14 
— the  horny  material  and  bacterial  organisms, 
especially  the  corynebacterium  acnes15.  In  recent 
studies16  the  effect  of  the  antibiotic  appears  to 
be  primarily  in  reducing  the  free  acidity  of  se- 
bum. Whether  this  results  from  its  effect  upon 
the  bacterial  flora  or  other  metabolic  effects  re- 
mains to  be  definitely  explained.  The  reaction 
to  these  particles  calls  forth  a foreign  body 
reaction,  pustule  formation  and  an  increased  fi- 
brotic  response.  Clinically  these  are  seen  as  deep 
papules,  nodules,  pustules,  cysts  and  scars.  It  is 
our  contention  that  the  rationale  for  the  glu- 
cocorticosteroids  is  to  reduce  the  tissue  response 
to  these  agents  and  by  so  doing  decrease  many 
of  the  clinical  manifestations  of  acne.  It  is  rea- 
sonable also  to  combine  the  use  of  the  other 
therapeutic  measures  with  corticoids,  as  they 
are  probably  effective  in  reducing  the  primary 
agents  which  cause  the  acneform  lesions. 

The  mode  of  action  of  the  glucocorticosteroid 
at  the  tissue  level  is  still  somewhat  debatable 
and  not  completely  elucidated.  It  has  been  shown 
by  Dougherty  et  al17  that  the  fibroblasts  are  ex- 
tremely sensitive  targets  to  anti-inflammatory 
steroids  both  in  vivo  and  in  vitro.  Berliner  et 
al18  has  shown  in  tissue  culture  that  the  most 
potent  topical  synthetic  anti-inflammatory  ster- 
oid was  fluocinolone  acetonide  in  causing  mor- 
phological changes  of  the  fibroblast. 

Another  possible  explanation  of  the  anti-in- 
flammatory reaction  of  cortisone  has  recently 
been  proposed  by  Cline  and  Melmon19  that  they 
exert  their  effect  by  checking  the  release  of 
plasma  kinins.  Steroids  may  act  in  part  by  pre- 
venting interaction  between  the  activated  kalli- 
krein  and  its  subtrate,  which  would  account  for 
the  anti-inflammatory  process;  namely,  capil- 
lary dilatation,  edema  formation,  fibrin  deposi- 
tion and  migration  of  granuloytes  in  the  inflamed 
area. 

These  activities  can  be  explained  by  another 
theory  which  has  been  that  the  anti-inflammatory 
reaction  of  the  steroids  is  the  stabilization  of 
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lysosomal  membranes  with  consequent  inhibit- 
ing of  the  release  of  irritating  hydrolytic  en- 

*20 

zymes“  . 

In  our  limited  experience  with  the  use  of  the 
systemic  administration  of  corticosteroids,  there 
have  been  rather  severe  rebound  relapses  in  some 
patients  following  their  withdrawal.  Also  this  is 
an  age  group  that  if  one  can  avoid  effectively 
the  use  of  systemic  administration  of  this  potent 
drug,  then  it  would  be  of  distinct  value.  The 
intralesional  use  for  limited  number  of  lesions 
is  effective,  though  at  times  we  have  had  de- 
pressive scarring.  Though  this  is  of  a tempor- 
ary nature  in  many  instances,  it  can  be  rather 
disturbing. 

It  is  possible  that  with  the  use  of  some  of  the 
newer  highly  concentrated  preparations  it  will 
not  be  necessary  to  use  as  frequent  applications 
as  appear  to  be  unavoidable  at  this  time. 

SUMMARY 

It  is  our  belief  that  the  rationale  for  the  limit- 
ed use  of  this  topical  glucocorticosteroid  cream 
and  compresses  is  to  overcome  the  more  diffi- 
cult inflammatory  lesions  of  previously  con- 
trolled acne.  Once  this  has  improved,  usually  the 
continued  use  of  the  antibiotics,  contraceptive 
drugs  or  “peeling”  agents  will  be  adequate  and 
will  not  necessitate  the  protraction  of  the  use 
of  corticosteroids.  This  has  been  borne  out  with 
this  clinical  study. 
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Problems  Associated  With  The 
Administration  Of  Estrogen 


Wiih  the  many  lay  articles  that  have  been  written  on  the  subject  of 
"Feminine  Forever,"  this  timely  article  reviews  the  problems  associated 
with  the  use  of  estrogen  and  will  help  the  physician  in  the  selection  of 
candidates  for  estrogen  therapy. 


E.  Stewart  Taylor,  M.D. 


From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Colorado  Medical  Center,  Denver. 
Presented  at  the  Arizona  Medical  Association,  Scottsdale, 
Arizona,  April  26  through  29,  1967. 


T HE  physician  often  prescribes  estrogen  not  so 
much  on  his  own  initiative  but  as  a result  of 
stimulation  by  the  patient.  So  many  news  articles 
have  been  written  on  the  subject  of  “feminine 
forever”  that  I often  find  myself  explaining  why 
I have  not  recommended  estrogen  for  a particular 
patient,  or  must  go  into  a long  discussion  to 
point  out  to  a patient  with  a magazine  article  in 
her  hand  why  her  case  is  different  from  the 
information  cited  in  the  article.  One  often  reach- 
es the  point  within  himself  where  he  thinks: 
well,  it  can  not  hurt  her  so  why  not  give  it  to 
her,  since,  if  I do  not,  I stand  in  the  position  of 
letting  all  these  terrible  things  like  dry  skin, 
aging  physical  features,  osteoporosis,  and  loss  of 
femininity  overtake  this  woman. 

Lest  you  think  that  I am  completely  permis- 
sive in  regard  to  estrogen  therapy,  I do  have 
some  guidelines  as  to  who  does  and  does  not 
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need  estrogen,  and  which  patients  may  be  harm- 
ed from  it.  What  I wish  to  spend  most  of  my 
time  on  are  the  problems  that  I see  arising  in 
patients  that  are  the  direct  results  of  estrogen 
therapy.  In  some  instances  the  estrogen  was  indi- 
cated, in  others  the  estrogen  was  given  only  as 
a result  of  the  current  styles  in  therapy. 

If  a patient  is  still  menstruating  in  her  20’s, 
30’s,  or  40’s,  and  requests  estrogen  to  improve 
her  femininity,  I do  not  prescribe  estrogen  as 
suggested  by  Wilson.1  I explain  to  the  patient 
that  she  is  producing  as  much  natural  estrogens 
from  her  ovaries  as  I would  give  her,  and  that 
any  added  estrogen  would  simply  suppress  her 
normal  pituitary  and  ovarian  function.  Should  a 
patient  have  scant  and  irregular  periods,  sug- 
gestive of  ovarian  failure,  accompanied  by  hot 
flushes  or  beginning  vaginal  atrophy,  I would 
suggest  estrogen  replacement  therapy. 

I feel  that  a previous  diagnosis  of  endometrial 
or  breast  cancer  is  a contraindication  to  estrogen 
therapy.  Cervical  cancer  is  not  estrogen  depend- 
ent and  is  not  a contraindication  to  estrogen 
therapy. 

Now  to  the  problems  induced  by  estrogen 
therapy. 

The  first  example  is  a 72-year-old  patient  with 
atrophic  vaginitis,  urinary  stress  incontinence, 
and  a moderate  urethrocele.  I prescribed  0.5  mg 
of  stilbesterol,  orally,  each  day  for  the  purpose 
of  improving  the  texture  of  the  vaginal  epitheli- 
um and  the  vaginal  supporting  structures.  After 
five  months  of  stilbesterol  therapy  my  patient 
started  to  have  bleeding  from  the  uterus.  The 
hormone  therapy  was  stopped.  She  continued  to 
bleed  very  heavily  for  three  weeks.  In  the  inter- 
im, I used  all  the  medical  means  at  my  disposal 
to  try  and  stop  the  bleeding,  none  of  which 
helped.  Finally,  I performed  a uterine  curettage 
to  stop  the  bleeding  and  to  assure  myself  the 
patient  was  not  bleeding  from  a uterine  cancer. 
She  had  only  a proliferative  endometrium,  and 
the  curettage  stopped  the  bleeding. 

This  pointed  out  something  that  I had  known 
as  a bit  of  academic  knowledge  but  had  never 
really  thought  about  before.  This  is  that  the 
artificial  estrogens  are  stored  in  the  body  much 
longer  than  the  natural  estrogens  and  when 
bleeding  starts  it  may  continue  for  a prolonged 
period  of  time  after  stilbesterol  is  discontinued. 
If  bleeding  from  the  uterus  is  induced  by  natural 


orally  administered  estrogens,  discontinuance  of 
natural  estrogens  will  usually  be  followed  by  ar- 
rest of  uterine  bleeding  in  seven  to  ten  days. 

The  next  patient  was  a 62-year-old  nurse.  Her 
internist  had  told  her  three  years  before  that 
she  had  beginning  osteoporosis  in  her  dorsal 
vertebral  bodies.  He  instructed  her  to  take  one 
milligram  of  stilbesterol  daily  for  25  days,  fol- 
lowed by  five-days’  rest  from  therapy,  but  con- 
tinued in  this  alternating  fashion  over  the  three- 
year  period.  The  patient  had  intermittent  vaginal 
bleeding  during  the  five-day  rest  periods  on 
occasion  but  not  regularly.  Finally,  heavy  uter- 
ine bleeding  occurred.  Stilbesterol  was  discon- 
tinued but  moderate  bleeding  continued  for  three 
more  weeks.  I saw  the  patient  at  this  time.  Her 
hematocrit  was  22  percent,  she  was  still  bleed- 
ing, and  pelvic  examination  revealed  a myo- 
matous uterus  filling  the  pelvis  and  extending 
half  way  to  the  umbilicus.  A dilatation  and 
curettage  was  done,  proliferative  endometrium 
was  found  and  the  bleeding  stopped.  After  six 
weeks  the  uterus  became  smaller  and  by  pelvic 
examination  measured  but  two  times  the  normal 
size.  The  patient  has  not  taken  stilbesterol  since 
and  is  now  working  and  is  in  good  health.  There 
has  been  no  progression  in  her  radiographic 
evidences  of  osteoporosis. 

The  next  patient  was  50  years  old,  five  years 
post-menopausal,  and  complained  of  sore  gums. 
Her  internist  and  dentist  suggested  cyclic  oral 
estrogen  therapy  to  improve  the  texture  of  her 
gum  structure.  Her  gums  did  not  improve  but 
she  developed  vulvo- vaginitis,  a backache,  and 
severe  pelvic  cramps.  There  was  some  thought 
that  she  might  have  diabetes  mellitus  because 
of  the  vulvo-vaginitis.  A glucose  tolerance  test 
was  compatable  with  mild  diabetes.  The  patient 
was  treated  with  Orinase  and  dietary  manage- 
ment. While  following  this  treatment  she  became 
hypoglycemic.  Examination  showed  the  cervix  to 
be  closed  and  the  uterus  was  replaced  by  a soft 
fluctuant  mass.  A dilatation  of  the  cervix  was 
performed  and  a hematometrium  was  released. 
After  discontinuation  of  the  estrogen,  the  hema- 
tometrium did  not  recur,  the  vulvo-vaginitis  dis- 
appeared, the  abnormal  glucose  tolerance  test 
became  normal,  and  the  patient  became  happy 
again  after  all  medication  was  stopped.  She  still 
has  the  problem  with  her  gums,  however. 

In  different  studies  18  to  40  percent  of  women 
taking  estrogen  develop  an  abnormal  oral  glu- 
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cose  tolerance  test  which  disappears  after  dis- 
continuation of  estrogen  therapy.2’ 3’ 4 It  has  not 
been  possible  to  correlate  the  abnormal  glucose 
tolerance  test  with  the  acquisition  of  monilia 
vulvo-vaginitis  in  the  same  patients. 

We  have  had  several  patients  who  have  de- 
veloped a monilia  vulvo-vaginitis  while  taking 
estrogen  hormones.  The  vulvo-vaginitis  is  often 
difficult  to  treat  until  the  estrogen  is  discontin- 
ued. Estrogen  lowers  the  vaginal  pH  and  makes 
an  excellent  culture  media  for  Candida  infec- 
tions. 

Estrogen  being  an  anabolic  hormone  not  only 
causes  a gain  in  body  weight  but  increases  the 
size  of  the  breasts,  the  shoulders,  the  uterus, 
and  the  abdominal  girth.  Women  often  complain 
of  the  extra  weight  and  tend  to  attribute  it  to 
water  retention.  There  is  some  water  retention 
but  the  problem  is  more  complicated  than  this. 
Estrogen  causes  a positive  nitrogen  balance  and 
deposition  of  extra  fat  in  the  breasts,  shoulders, 
and  hips.  Some  women  become  disenchanted 
with  estrogen  hormone  for  this  reason  alone. 
Breast  tenderness  can  be  an  additional  complaint. 

Skin  rash  occurs  occasionally  from  natural 
estrogens  or  from  artificial  estrogens.  Darkening 
of  the  areola  of  the  breasts  is  to  be  expected  with 
the  long  continued  use  of  stilbesterol.  If  skin 
allergy  develops  from  estrogen  or  estrogen  sub- 
stitutes, the  preparation  that  the  patient  is  re- 
ceiving must  be  discontinued. 

Large  doses  of  estrogens  clearly  reduce  blood 
cholesterol5  in  the  experimental  situation  but  in 
a large  collaborative  study6  there  was  no  evi- 
dence whatsoever  that  the  hormones  were  of  any 
value  in  the  treatment  of  pre-existing  cerebral 
infarction. 

We  have  seen  patients  who  have  developed 
jaundice  while  on  estrogens.  Studies  have  shown 
that  the  bromosulfothalein  ( sulfobromophtha- 
lein)  excretion  is  affected  and  that  there  is  a 
generalized  diminution  of  excretory  capacity  of 
liver  cells.7  After  estrogen  administration  is 
stopped,  the  jaundice  clears  and  the  liver  func- 
tion tests  return  to  normal. 

The  protein  bound  iodine  test  is  elevated  above 
normal  when  a patient  is  taking  estrogens.  This 
is  because  of  the  increased  thyroid  binding 
capacity  of  the  globulin  of  the  plasma.  There  is 
a decrease  in  red  blood  cell  uptake  for  the  same 


reason.  These  changes  in  clinical  laboratory  tests 
must  be  borne  in  mind  if  a patient  is  taking 
estrogen  hormone  treatment. 

The  most  frequent  clinical  problem  caused  by 
the  administration  of  estrogen  is  abnormal  uter- 
ine bleeding.  I have  tried  all  doses,  preparations, 
and  cycles  with  no  solution  to  this  problem.  I 
have  not  used  estrogen-testosterone  combinations 
and  do  not  believe  such  a combination  should  be 
used.  It  can  be  said  in  brief  that  irregular  bleed- 
ing from  an  otherwise  normal  uterus  may  occur 
while  a patient  is  taking  estrogen.  Many  of  my 
colleagues,  as  well  as  our  residents,  in  the  spec- 
ialty of  obstetrics  and  gynecology  look  at  the 
declining  birth  rate  and  wonder  if  obstetrics 
and  gynecology  is  a sound  choice.  I reassure 
them  that  even  if  the  birth  rate  is  falling,  the 
current  widespread  administration  of  estrogen 
to  women  will  provide  more  work  than  they  can 
do  in  the  treatment  of  abnormal  uterine  bleed- 
ing, uterine  myomas,  and  vulvo-vaginitis.  The 
most  common  cause  of  post-menopausal  bleeding 
is  exogenous  estrogen  administration.  If  post- 
menopausal bleeding  occurs  and  persists  for 
longer  than  two  weeks  after  discontinuation  of 
estrogen,  a uterine  curettage  should  be  per- 
formed. Not  only  does  this  result  in  a lot  of 
dilatations  and  curettements  but  it  generates  a 
certain  number  of  endometrial  tissue  reports 
such  as  “atypical  endometrial  hyperplasia,”  or 
“carcinoma-in-situ  of  the  endometrium,”  or  the 
uncomfortable  added  note  in  the  patient’s  path- 
ology report  “this  patient  should  have  another 
curettement  in  six  months  to  rule  out  endometrial 
cancer.”  I find  that  after  a long  period  of  obser- 
vation these  reports  of  atypical  endometrium 
usually  do  not  eventuate  in  a later  report  of  endo- 
metrial cancer,  but  one  never  knows  what  the 
future  holds.  Also,  one  never  knows  when  a con- 
comitant neoplasm  may  be  present  as  the  real 
cause  of  the  abnormal  bleeding  that  leads  to  the 
original  curettement. 

I have  reviewed  with  you  many  of  the  prob- 
lems associated  with  the  administration  of  estro- 
gen to  women  in  this  current  era  of  popular  use 
of  estrogen.  Some  of  it  is  given  for  good  and 
sufficient  reason,  often  the  reasons  are  less  than 
scientifically  sound  such  as  patient  vanity,  pa- 
tient pressure,  or  a permissive  physician.  For 
whatever  reasons  estrogen  is  prescribed  these 
are  the  problems  encountered  in  gynecological 
practice. 
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I have  not  discussed  the  benefits  of  estrogen 
therapy.  There  are  many  benefits  but  I think 
that  vve  often  forget  that  55  percent  of  post- 
menopausal women  can  be  shown  by  vaginal 
cytology  to  be  receiving  an  endogenous  supply 
of  estrogen  from  some  source.8  The  remaining 
45  percent  may  profit  from  substitute  hormone 
administration.  I believe  that  estrogen  as  given 
for  this  purpose  is  not  carcinogenic  and  reassure 
my  patients  on  this  score.  One  should  be  aware, 
however,  that  quiescent  myomas  grow  under 
estrogen  stimulation.  Also,  it  should  be  remem- 
bered that  estrogen  causes  weight  gain,  positive 
nitrogen  balance,  salt  and  water  retention,  and 
in  some  patients  a vulvo-vaginitis  with  pruritus. 
These  are  the  common  complications.  Less  com- 
mon are  skin  rash,  jaundice,  hematometrium,  or 
pyometrium. 

The  presence  of  hot  flushes  is  the  best  indica- 
tion that  we  have  for  the  administration  of  estro- 
gen. If  a patient  does  not  have  hot  flushes  she 
rarely  has  other  symptoms  or  signs  that  need 
relief  through  estrogen  administration.  There 
are  exceptions  to  this  and  these  are  atrophic 
vaginitis  and  menopausal  arthralgias.  Atro- 
phic vaginitis  is  relieved  in  seven  to  ten  days 
with  local  or  orally  administered  estrogen.  Some- 
times the  arthralgias  of  the  menopause  are  re- 
lieved by  estrogen  and  sometimes  they  are  not. 

Some  authorities  in  the  field  believe  that  all 
women  should  receive  estrogen  from  the  meno- 
pause to  the  end  of  their  life.  The  reasons  given 
are  to  prevent  osteoporosis  and  cardiovascular 
disease.  I do  not  believe  in  this  principle.  I 
would  rather  use  estrogen  as  a substitute  hor- 
mone when  the  patient  shows  clinical  or  cyto- 
logical  evidence  of  endocrine  deficiency,  instead 
of  assuming  that  all  patients  will  benefit  from 
estrogen  administration  from  age  48  to  90. 
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CASE  REPORT 


Post- Pneumonectomy  Empyema 
(Kent-Clagett  Method  of  Therapy) 


Dermont  W.  Melick,  M.D. 

Introduction 

This  method  of  therapy  (Kent-Clagett)  was 
first  described  by  Kent  in  the  Journal  of  Thor- 
acic Surgery  for  September,  1950.1  The  technical 
refinement  later  reported  by  Clagett  in  the  same 
journal  for  February,  1963, 2 is  exemplified  in  the 
case  herein  reported.  From  the  experience  of 
Clagett  (and  a few  others  as  yet  unpublished) 
this  technique  appears  to  be  a logical  solution 
to  the  problem  of  empyema.  All  thoracic  sur- 
geons sooner  or  later  must  face  this  complica- 
tion. It  obviates  the  need  for  a traumatic,  de- 
forming thoracoplasty. 

Illustrative  Case  Report 

Mr.  H.  H.  (see  figs.  1 and  2)  was  treated  for 
a carcinoma  of  the  right  lung  by  pneumonec- 
tomy on  January  22,  1964.  He  developed  an 
empyema  postoperatively.  This  was  treated  by 
needle  aspiration  with  antibiotic  instillation  and 
eventually  by  a rib  resection  and  tube  drainage. 
Eleven  months  later  (December  of  1964)  the 
Leahy  drainage  tube  was  removed  and  an  “Elo- 
esser  type”  musculo-cutaneous  flap  fashioned 
(see  fig.  1)  for  wide  open  drainage  of  the  re- 
sidual empyema  pocket.  This  was  followed  by 
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thirteen  weeks  irrigation  with  half  strength  Dak- 
in’s solution.  At  the  second  stage  a primary  clo- 
sure of  the  chest  wall  opening  was  carried  out 
after  first  filling  the  empyema  pocket  with  neo- 
mycin solution.  (See  fig.  2)  The  wound  healed 
per  primam  and  it  has  remained  healed  (2/2 
years,  as  of  September,  1967). 


Fig.  1 


Discussion 

At  the  first  stage  the  development  of  the 
“Eloesser  type”  flap  ( see  fig.  1 ) is  made  in  such 
a manner  as  to  foresee  the  use  of  a viable 
muscle  graft  for  placement  over  the  opening  in 
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the  chest  wall.  An  interval  of  six  to  eight  weeks 
or  longer  separate  the  second  stage  from  the 
first  stage  of  the  operation.  During  this  interim 
daily  irrigations  with  half  strength  Dakin’s  solu- 
tion, or  Azochloramid,  prepares  the  wound  for 
the  subsequent  operation.  At  the  second  stage 
(see  fig.  2)  mattress  sutures  are  used  to  approx- 
imate the  muscle  securely  against  the  opening 
to  make  it  “watertight.”  This  is  important  in 
order  to  maintain  the  neomycin  in  the  empyema 
pocket. 


Fig.  2 


Concern  has  been  expressed  regarding  the 
curare  like  action  of  neomycin  if  it  is  rapidly 


absorbed.3  The  thick  wall  of  the  empyema  pocket 
does  not  allow  absorption.  The  use  of  the  muscle 
graft  “cork”  is  believed  to  further  insure  lack 
of  absorption  and  should  abate  any  concern  on 
this  particular  point.  The  dosage  of  neomycin 
as  recommended  by  Clagett  is  250  milligrams 
per  100  cubic  centimeters  of  residual  space.  The 
residual  space  will  ordinarily  accommodate  less 
than  500  cc.  of  fluid. 

Conclusion 

Attention  is  directed  to  a method  for  the 
treatment  of  post-pneumonectomy  empyema.  It 
is  a curious  fact  that  although  this  method  has 
been  recognized  for  fifteen  years  and  technically 
refined  in  recent  years,  it  has  suffered  the  fate 
of  limited  recognition  and  usage.  A comment  by 
Clagett  is  therefore  worthy  of  repetition,  “all  of 
the  patients  on  whom  I have  used  this  procedure 
continue  to  get  along  quite  well.  Some  of  them 
have  gone  for  years.  I am  convinced  it  is  a much 
better  operation  than  an  extensive  thoracoplasty.” 
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PRESIDENT’S  PAGE 


Dr.  Dysterheft 


The  Western  Regional  Conference  on  Future 
Directions  and  Decisions  in  Medical  Care,  spon- 
sored by  the  California  Medical  Educational  and 
Research  Foundation,  was  held  in  Chandler, 
Arizona,  on  November  10-12,  1937.  In  attend- 
ance were  members  of  the  State  Societies  of  the 
fourteen  western  states.  The  conference  was 
made  possible  through  a grant  from  the  United 
States  Public  Health  Service.  The  goal  and  ob- 
jective of  the  meeting  was  to  explore  in  open 
forum,  with  a declaration  of  intent  by  members 
of  the  profession  in  attendance,  methods  and 
means  of  greater  implementation  of  Public  Law 
89-749.  Of  immediate  interest  and  concern  was 
a discussion  of  expanded,  more  efficient,  better 
coordinated  health  services  by  physicians  to  the 
patients  in  the  communities  in  which  they  prac- 
tice. From  this  point  on  the  numerous  speakers 
as  a whole  dealt  in  generalities.  Some  took  pot 
shots  at  practitioners  with  the  familiar  line  of 
over  charges,  substandard  treatment  given,  sug- 
gesting the  permanent  type  of  group  practice 
as  an  efficient  economical  delivery  system;  much 
emphasis  being  given  to  the  fact  that  medical 
care  is  a right  and  not  a privilege;  that  profes- 
sional jealousy  rears  its  head  in  many  ways;  thus, 
unless  medical  teamwork  receives  priority  eval- 
uation of  planning,  processes  remain  stagnant, 
ihe  training  of  medical  and  paramedical  aids 
has  not  kept  up  with  demand,  which  should  and 
must  be  corrected  on  a local  county  or  state 


level  if  federal  intervention  is  not  to  ensue  to  fill 
this  vacuum  of  trained  health  care  personnel. 
It  has  all  been  called  Creative  Federalism. 

I attended  this  conference,  felt  it  was  govern- 
ment oriented,  lacking  somewhat  in  ground  rules 
(nobody  could  define  the  term  “comprehen- 
sive”), but  could  see  a glimpse  of  light  as  to 
direction  by  the  repeated  references  made  that 
medicine  is  also  a Social  Science.  The  illnesses 
and  health  problem  befalling  our  citizenry,  such 
as  highway  fatalities,  lung  cancer  from  smoking, 
degenerative  diseases  associated  with  obesity, 
improper  and  indiscreet  consumption  of  food, 
drink  and  drugs,  are  now  becoming  of  much 
greater  importance  than  the  threat  of  contagion 
as  at  the  beginning  of  this  century.  The  great 
amounts  of  medicine  in  the  first  two-thirds  of 
this  century  has  exceeded  an  orderly  dissemina- 
tion of  its  utilization.  Social  diseases  stemming 
from  laziness,  accidents,  excessive  leisure,  as 
well  as  conditions  peculiar  to  poverty  pockets, 
must  be  approached  objectively  to  effect  a 
satisfactory  solution. 

Thus,  to  reaffirm  the  objects  of  the  American 
Medical  Association  with  no  departure  from 
principles  as  written  into  the  Association’s  Con- 
stitution more  than  a century  ago,  the  goal 
remains  “to  promote  the  science  and  art  of 
medicine  and  the  betterment  of  public  health.” 

Arnold  H.  Dysterheft,  M.D.,  President 
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Regional  Medical  Programs:  Part  IV 


Originally,  it  was  not  planned  that  we  would 
need  a fourth  set  of  comments  about  the  Re- 
gional Medical  Programs  for  Cancer,  Heart  Dis- 
ease and  Stroke.  However,  in  the  interim  since 
the  first  part  appeared  on  this  page  four  months 
ago,  some  things  have  occurred  that  we  think 
warrant  comment. 

The  Director  for  Arizona’s  Regional  Medical 
Programs,  Dr.  Dermont  Melick,  has  been  mak- 
ing an  effort  to  appear  before  any  or  all  inter- 
ested county  medical  societies  in  order  to  discuss 
the  ramifications  of  the  program.  Generally,  this 
effort  has  been  very  much  appreciated  and  the 
presentation  has  been  well  received.  Occasion- 
ally, though,  we  receive  a letter  stating  that 
“there  is  a lack  of  interest  in  these  programs  in 
our  community."  Actually,  when  the  concept  of 
Regional  Medical  Programs  was  first  discussed 
in  the  Federal  Congress,  very  few  of  us  had 
much  interest  either.  Rut  there  is  a difference 
now.  The  Program  is  law;  Public  Law  88-239;  and 
the  College  of  Medicine  has  been  assigned 
responsibility  for  its  implementation  in  Arizona. 

There  is  a particular  reason  why  none  of  us 
can  afford  to  remain  apathetic  at  this  time.  It 
was  specifically  well  enunciated  one  year  ago 
by  the  late  Congressman  from  Rhode  Island,  Mr. 
John  E.  Fogarty,  when  he  said,  “The  Federal 
Government  has  made  a new  and  very  broad 
commitment  to  the  health  and  welfare  of  the 
people  of  the  United  States.  These  new  programs 
underline  the  Government’s  determination  to 
assure  as  a right  of  citizenship  the  best  possible 
medical  care  for  all  Americans."  It  isn’t  likely 
that  many  could  raise  serious  objections  to  this 
as  a proper  objective  for  society.  However,  we 
can  be  pretty  sure  that  there  are  substantial  vari- 
ations of  opinion  as  to  how  such  an  objective 
should  be  achieved.  Indeed,  there  are  many 
American  organizations  that  have  been  talking 
about  this  now  for  several  years.  But,  in  the 
meantime,  the  Federal  Congress  has  started  to 
take  some  steps  of  its  own  toward  the  achieve- 
ment of  the  objective. 

Consider,  for  example,  what  has  been  done. 


To  create  new  knowledge,  we  have  the  intra- 
mural and  extramural  programs  of  the  National 
Institutes  of  Health,  their  project  grants  and 
Health  Research  Facilities  Act.  To  increase 
health  manpower,  we  now  have  the  Health  Pro- 
fessions Educational  Assistance  Act,  the  Nurse 
Training  Act  and  the  Allied  Health  Professions 
Act.  To  stimulate  the  distribution  of  certain 
types  of  health  services  we  have  the  Community 
Mental  Health  Facilities  Act,  the  Hill-Harris 
Amendments  and  the  Group  Practice  Facilities 
Act.  Then,  to  be  sure  that  these  services  are 
available  to  all,  we  have  Titles  XVIII  and  XIX 

— Medicare  and  Medicaid.  And  remember,  all 
of  this  has  been  accomplished  while  we  have 
either  been  talking  about  the  problem  or,  in 
some  instances,  expressing  our  “lack  of  interest 
in  these  programs.” 

But  there  is  a final  observation.  When  we  total 
the  impact  of  the  above-mentioned  programs,  it 
suggests  that  a major  shift  is  about  to  take  place 

— the  movement  of  medicine  away  from  the 
exclusively  private  sector  and  into  the  arena  of 
the  public  utility.  Two  questions  must  be  asked 
and  answered,  however,  before  such  a shift  can 
take  place:  (1)  how  would  you,  as  physicians, 
use  the  output  that  these  new  programs  will 
make  available  for  the  ultimate  benefit  of  your 
patients;  and  (2)  are  you  willing  to  cooperate 
with  each  other  in  planning  for  the  local  distri- 
bution of  health-related  resources  so  that  then- 
cost  can  be  kept  within  reason? 

Congress  left  these  two  questions  unanswered. 
Instead,  they  provided  the  machinery  by  means 
of  which  the  medical  profession  can  control  the 
answers  if  they  chose  to.  What  was  the  mach- 
inery? Public  Laws  89-239  and  89-749:  the  Re- 
gional Medical  Programs  Act  and  the  Compre- 
hensive Health  Planning  Act.  One  can  only 
wonder  whether  or  not  this  is  such  a good  time 
to  admit  that  there  is  a “lack  of  interest  in 
these  programs.” 
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IN  MEMORIAM 


Matthew  J.  Noon,  M.D. 

1904-1967 


Everyone  will  mourn  the  sudden  loss  of  Dr. 
Matthew  J.  Noon  who  passed  away  at  home  in 
his  sleep  on  October  23,  1967.  He  is  survived 
by  his  wife,  Ruth,  and  a sister,  Mrs.  Edward 
Wolken. 

Dr.  Noon  was  born  in  New  York  City  on 
December  3,  1904,  and  prepared  for  his  profes- 
sional career  there.  His  pre-med  education  was 
at  New  York  University  and  he  received  his 
M.D.  in  1931  from  Columbia  University  School 
of  Medicine,  interning  at  St.  Vincent’s  and  Sara- 
nac Lake  General  Hospital.  In  1945  he  went  to 
Knoxville,  Tennessee,  to  enter  private  practice 
in  diseases  of  the  chest.  From  1948  until  Decem- 
ber 1966  he  served  alternately  with  the  Veterans 
Administration  and  with  the  Bureau  of  Indian 
Affairs,  in  Denver,  Colorado;  Albuquerque,  New 
Mexico;  and  Tucson  and  Phoenix,  Arizona,  serv- 
ing at  the  Phoenix  VA  Hospital  from  1955  to 
December  1966  as  a staff  physician  on  the 
Medical  Service  and  then  as  a Clinic  Physician 
and  Tuberculosis  Control  Officer  on  the  Out- 
patient Service.  On  retiring  from  the  Veterans 
Administration  in  December  1966,  he  was  ap- 
pointed to  the  staff  of  the  Maricopa  County 


Hospital  in  Phoenix  where  he  served  on  their 
Medical  Chest  Service  until  his  death. 

Dr.  Noon  involved  himself  constantly  in  help- 
ing others  and  volunteered  his  time  and  services 
for  many  years  to  the  Little  Sisters  of  the  Poor 
in  Phoenix,  assisting  them  with  examination  and 
treatment  of  patients  with  chest  conditions.  He 
was  active  in  symposiums  and  conferences  on 
Coccidioidomycosis,  and  lectured  in  the  valley 
on  “Emphysema”  and  allied  subjects.  He  was  a 
member  of  the  American  Medical  Association, 
the  Arizona  Medical  Association,  the  Maricopa 
County  Medical  Society,  the  Arizona  Tubercu- 
losis and  Health  Association  and  a past-president 
of  the  Arizona  Thoracic  Society.  He  was  ap- 
pointed to  the  American  Thoracic  Society  Coun- 
cil in  1966.  He  was  also  a member  of  the  Elks 
Lodge  325  in  Phoenix. 

Dr.  Noon  was  highly  regarded  by  his  asso- 
ciates and  deeply  loved  and  respected  by  his 
patients.  He  was  a devoted,  skillful  and  consci- 
entious physician  who  brought  great  credit  to 
the  medical  profession. 

Dr.  Noon  will  be  sorely  missed  by  all  of  us  and 
his  many  friends  will  always  remember  “Matt” 
as  a fellow  you  could  call  on  when  you  needed 
help  — he  always  said  “Yes.” 

I.  A.  Sklar,  M.D. 


Morris  D.  Cohen,  M.D. 

1881-1967 

Dr.  Morris  D.  Cohen,  who  entered  practice 
in  the  small  mining  town  of  Bisbee,  Arizona,  in 
1905,  died  in  Tucson  on  October  24,  1967,  at 
the  age  of  86  years.  Dr.  Cohen  conducted  only 
a very  limited  practice  over  the  past  many  years. 

Dr.  Cohen  received  his  degree  of  Doctor  of 
Medicine  from  the  University  of  Maryland  Col- 
lege of  Medicine  in  1904.  In  World  War  I he 
served  overseas  in  the  United  States  Army  Med- 
ical Corps  and  attained  the  grade  of  Major.  In 
1920,  he  served  a year  in  the  U.S.  Public  Health 
Service  and  then  moved  to  Tucson  to  open 
practice  in  1921. 

Dr.  Cohen  is  survived  by  a daughter,  Mrs. 
Janet  Krupp,  of  Safford,  Arizona. 
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CHEMOPROPHYLAXIS  FOR  THE  PREVENTION 
OF  TUBERCULOSIS 


A Report  of  the  Ad  Hoc  Committee  on  Chemoprophylaxis 


Since  the  publication  in  February,  1965,  of  the 
statement  by  the  American  Thoracic  Society 
Committee  on  Therapy  entitled  “ Preventive 
Treatment  in  Tuberculosis,”  the  indications  for 
chemoprophylaxis  have  widened.  The  National 
Tubercidosis  Association  Committee  for  the 
Guidance  of  the  Tuberculosis  Program  establish- 
ed an  Ad  Hoc  Committee  on  Chemoprophylaxis 
with  representation  from  the  ATS  Committee  on 
Therapy,  the  ATS  Committee  on  Respiratory 
Diseases  in  Children,  the  United  States  Public 
Health  Service,  and  the  NTA  Committee  for  the 
Guidance  of  the  Tuberculosis  Program,  which 
prepared  the  following  statements 
• antimicrobial  drugs,  which  have  revolution- 
ized the  therapy  of  tuberculosis,  can  also  be 
effectively  used  in  chemoprophylaxis,  the  pre- 
vention of  disease  in  the  infected  individual. 
Chemoprophylaxis  presumably  acts  by  diminish- 
ing the  bacterial  population  in  “healed”  or  in- 
visible lesions  of  the  person  taking  the  drug.  It 
is  in  reality  treatment  of  infection  and  prevents 
clinical  disease  from  developing  or  relapsing. 

A substantial  and  growing  body  of  scientific 
data  testifies  to  the  value  of  anti-tuberculosis 
drugs  in  prevention  of  clinical  tuberculosis.  The 
extensive  trials  conducted  by  the  United  States 
Public  Health  Service  show  a consistent  reduc- 
tion of  morbidity  in  treated  groups;  it  seems 
reasonable  to  expect  that  chemoprophylaxis  can 
reduce  future  morbidity  from  tuberculosis  in 
high  risk  groups  by  some  50  to  75  per  cent.  The 
extensive  use  of  chemoprophylaxis  now  would 
likely  reduce  by  300,000  the  total  number  of 
cases  in  the  United  States  in  the  next  fifteen 
years. 

Drugs  Used  in  Chemoprophylaxis 

A single  drug,  isoniazid,  is  generally  used  for 
chemoprophylaxis  in  a dosage  of  300  mg.  per 
day  for  adults  and  10  mg.  per  kilogram  body 
weight  per  day  for  children,  not  to  exceed  300 
mg.  per  day,  to  be  administered  in  a single  daily 
dose  for  a period  of  twelve  months. 

Reprinted  from  The  American  Review  of  Respiratory  Disease, 
Volume  96,  Number  3,  September  1967. 


There  are  virtually  no  side  effects.  The  toxicity 
to  this  drug  is  low,  apparent  in  only  0.2  to  0.4  per 
cent  of  those  taking  the  drug,  and  it  is  easily 
reversible.  Follow-up  studies  for  periods  of  up 
to  fifteen  years  of  groups  of  people  who  have 
been  treated  with  isoniazid  have  revealed  no 
evidence  of  long-term  deleterious  effects  from 
its  use.  Izoniazid  is  also  inexpensive. 

Persons  Recommended  for  Chemoprophylaxis 

Every  positive  reactor  is  at  some  risk  of  de- 
veloping active  disease.  Thus,  any  person  found 
to  have  a reaction  of  10  mm.  or  more  to  the 
Mantoux  test,  using  5 TU  of  PPD,  should  re- 
ceive chemoprophylaxis  whenever  he  is  identi- 
fied. 

Since  in  the  immediate  future  it  is  not  prac- 
tical to  test  and  treat  the  entire  population  of 
positive  reactors,  priorities  must  be  set  for  public 
health  programs  taking  into  consideration  the 
relative  risk  of  developing  active  disease,  the 
opportunities  of  infecting  others,  particularly 
children,  and  the  resources  available  in  the  com- 
munity. The  total  cost  must  also  be  taken  into 
accoimt. 

For  certain  groups,  chemoprophylaxis  is  man- 
datory. These  groups  include  certain  inactive 
cases,  certain  special  clinical  situations,  contacts, 
tuberculin  converters  and  positive  reactors 
among  young  children  and  adolescents. 

Inactive  Tuberculosis.  First  priority  for  chemo- 
prophylaxis should  be  given  to  persons  with  in- 
active tuberculosis.  These  include: 

1.  Ex-patients;  persons  who  have  had  active 
tuberculosis  and  had  no  drug  therapy  or 
had  inadequate  drug  therapy. 

2.  Persons  with  roentgenographic  findings 
consistent  with  healed  adult-type  pulmon- 
ary tuberculosis  and  a positive  tuberculin 
test.  (Some  persons  over  age  55  may  react 
negatively  to  5 TU  of  PPD,  and  a larger 
dose  of  tuberculin  may  be  necessary  to  elicit 
a reaction.) 

Note:  It  is  essential  to  exclude  active  disease 
in  these  groups  by  bacteriologic  examinations, 
comparison  with  previous  radiologic  findings 
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and  other  investigations  because  people  with 
active  disease  require  more  intensive  drug  treat- 
ment. 

The  rate  of  reactivation  among  these  inactive 
cases  is  between  0.5  per  cent  and  2.0  per  cent 
a year.  Many  of  these  cases  are  known  to  health 
departments.  It  is  a worthwhile  program  to  re- 
view the  records  of  inactive  cases,  and  recall 
them  for  assessment  of  the  need  for  chemopro- 
phylaxis. Such  a program  directed  towards  a 
well-delineated  group  would  be  more  practical 
than  surveying  the  whole  community. 

Special  Clinical  Situations.  A person  with  a 
positive  tuberculin  test  is  in  danger  of  activation 
or  reactivation  of  tuberculosis  in  certain  clinical 
situations.  Such  a person  should  receive  chemo- 
prophylaxis whether  or  not  he  has  been  treated 
with  isoniazid  before:  (1)  if  he  is  placed  on 
corticosteroid  treatment;  (2)  if  he  undergoes 
gastrectomy;  (3)  if  he  has  reticuloendothelial 
disease  such  as  leukemia  or  Hodgkin’s  disease; 
or  (4)  if  he  has  a period  of  instability  of  severe 
diabetes.  In  the  case  of  a pregnant  woman  who 
has  inactive  tuberculosis  previously  untreated 
with  chemotherapy,  or  who  has  roentgenograph- 
ic  shadows  consistent  with  inactive  tuberculosis, 
chemoprophylaxis  should  be  started  in  the  last 
trimester  and  continued  for  a year. 

When  measles  or  whooping  cough  develop  in 
children  with  a posiitve  tuberculin  reaction  they 
should  receive  eight  weeks  of  chemoprophylaxis 
if  they  have  been  treated  before;  the  course  of 
chemoprophylaxis  should  be  extended  to  12 
months  if  they  have  not  received  previous  treat- 
ment. 

Contacts.  Contacts  of  recently  discovered  new 
active  and  reactivated  cases  of  tuberculosis  show 
a high  incidence  of  this  disease.  Contacts  should 
be  examined  and  those  diagnosed  among  the 
contacts  as  having  tuberculosis  should  be  re- 
ported and  treated. 

All  household  contacts  of  a reported  active 
case  of  tuberculosis  should  receive  chemopro- 
phylaxis for  twelve  months  if  their  reaction  to 
the  Mantoux  test  with  5 TU  of  PPD  is  5 mm. 
or  more  of  induration.  In  such  instances,  a 5 
mm.  reaction  is  most  likely  the  result  of  expo- 
sure to  tuberculosis  and  not  a cross  reaction  due 
to  infection  with  atypical  mycobacteria.  Those 
household  contacts  who  show  negative  Mantoux 
tests  should  be  retested  every  three  months  until 


at  least  three  months  have  elapsed  since  the  last 
exposure.  If  the  skin  test  converts,  chemoprophy- 
laxis should  be  instituted. 

An  alternative  approach  is  to  give  chemo- 
prophylaxis to  all  household  contacts,  including 
those  with  negative  tuberculin  tests.  Positive  re- 
actors remain  on  the  drug  for  the  full  course. 
Negative  reactors  should  be  retested  three 
months  after  last  contact  with  the  active  case. 
If  the  contact  has  been  assuredly  broken  and 
if  they  are  still  negative  to  tuberculin,  chemo- 
prophylaxis may  be  discontinued.  When  expo- 
sure may  be  continuous  it  is  desirable  to  give 
chemoprophylaxis  to  tuberculin  negative  con- 
tacts for  as  long  as  exposure  continues.  This  may 
also  be  advisable  in  epidemics  in  closed  groups 
and  in  situations  in  which  it  is  impossible  to 
retest  the  negative  reactors  at  regular  intervals. 

Other  Positive  Reactors.  In  addition  to  the 
positive  reactors  just  described,  chemoprophy- 
laxis should  be  given  to  the  following  reactors 
with  normal  chest  films: 

1.  Converters:  Known  converters  of  all  ages 
should  receive  chemoprophylaxis. 

2.  Certain  positive  reactors  under  age  20: 
Chemoprophylaxis  is  mandatory  for  posi- 
tive reactors  through  the  age  of  school 
entrance  and  for  teenagers  because  of  the 
relatively  high  risk  attending  tuberculous 
infection  in  these  age  groups. 

Instituting  the  Chemoprophylaxis  Program 

Chemoprophylaxis  can  be  instituted  on  a wide- 
spread basis  through  two  major  means. 

1.  The  family  physician,  pediatrician  or  in- 
ternist can  institute  chemoprophylaxis  on 
an  individual  basis  in  patients  who  have 
a high  risk  of  developing  active  tuberculosis. 

2.  Community  agencies  can  work  with  the 
high  risk  groups  that  can  be  approached 
through  a public  health  program.  In  many 
instances,  these  persons  are  already  known 
to  health  departments  and  their  names  are 
in  the  files  of  closed  cases  and  in  the  re- 
ports from  screening  programs. 

Motivation  of  Patient 

With  adequate  motivation,  most  patients  will 
accept  and  stay  on  drugs  for  the  full  course. 
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Enthusiasm  and  encouragement  by  the  physi- 
cian, nurse,  and  other  health  personnel  involved 
are  key  factors.  At  the  beginning  of  a course 
of  prophylaxis,  the  physician  should  take  time 
with  the  patient  to  establish  understanding  and 
motivation.  Subsequently  there  should  be  reg- 
ular visits  with  the  public  health  nurse,  either 
in  the  clinic  or  at  home,  to  reinforce  the  physi- 
cian’s teaching.  Patients  should  be  helped  to 
develop  their  own  systems  of  reminders  to  take 
drugs  daily.  In  addition,  maintaining  the  drug 
schedule  should  be  made  easier  for  patients  by 
removing  obstacles  such  as  difficulties  in  getting 
to  clinics  for  follow-up  visits  or  in  obtaining 
drug  refills. 


Prepared  by  the  Ad  Hoc  Committee  on  Chemopro- 
phylaxis: Stefan  Grzybowski,  M.D.  (ATS  Committee  on 
Therapy),  Chairman;  Mrs.  Shirley  H.  Ferebee  (U.S. 
Public  Health  Service);  Alfonso  H.  Holguin,  M.D.  (U.S. 
Public  Health  Service);  Captain  Donald  C.  Kent,  MC 
USN  (ATS  Committee  on  Therapy);  Robert  G.  Loudon, 
M.B.  (NTA  Committee  for  the  Guidance  of  the  Tuber- 
culosis Program);  J.  A.  Peter  Turner,  M.D.  (ATS  Com- 
mittee on  Respiratory  Diseases  in  Children);  Edward  J. 
Welch,  M.D.  (NTA  Committee  for  the  Guidance  of  the 
Tuberculosis  Program). 


Approved  May  21,  1967,  by  the  NTA  Committee  for  the  Guid- 
ance of  the  Tuberculosis  Program  and  the  American  Thoracic 
Society  Executive  Committee.  Accepted  by  the  NTA  Board  of 
Directors  on  May  27,  1967. 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 

BOARD  OF  MEDICAL  EXAMINERS 


The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  in  Special  Meeting  held  November 
11,  1967,  issued  licenses  to  practice  medicine 
in  the  State  of  Arizona  to  the  following  doctors 
of  medicine: 

4753  BERGE,  Selmer  M.  (IM),  1690  E.  Main 
St.,  El  Cajon,  California  93021 

4754  BRANDT,  Robert  I.  (GS),  Sage  Mem- 
orial Hospital,  Ganado,  Arizona  86505 

4755  CHAPMAN,  Carl  F.  (ANES),  11262  Sky- 
line Dr.,  Santa  Ana,  California  92705 

4756  DOOLEY,  M.  Richard  (PATH),  1033  E. 
McDowell  Road,  Phoenix,  Arizona  85006 

4757  DVORAK,  II,  B.  Anton  (NS),  2021  N. 
Central  Avenue,  Phoenix,  Arizona  85004 

4759  FENNEL,  Peter  J.  (ANES),  101  B St. 
Thomas  St.,  Lafayette,  Louisiana  70501 

4760  FRAZIER,  Dean  W.  ( IM ) , 3186  Maryland 
Parkway,  Las  Vegas,  Nevada  89109 

4761  FREEMAN,  Geraldine  L.  (A-PD),  5574 
E.  Glenn,  Tucson,  Arizona  85716 

4762  GRUHL,  Helen  V.  (GP),  8700  W.  Wis- 
consin Avenue,  Milwaukee,  Wisconsin 

4764  JALLO,  Jr.,  Stanley  J.  (ANES),  217  E. 
Virginia  Avenue,  Phoenix,  Arizona  85004 

4765  KOMAR,  Norman  N.  (R),  University 
Hospitals,  Ann  Arbor,  Michigan  48104 

4766  McCOLLUM,  Edward  N.  (GP),  North 
Main  Street,  Decatur,  Arkansas  72722 

4767  MURPHY,  Jerome  P.  (GS-TS),  909  E. 
Brill  Street,  Phoenix,  Arizona  85006 

4768  NEWMAN,  Lynn  D.  (OBG),  350  W. 
Thomas  Road,  Phoenix,  Arizona  85013 

4775  PANNOZZO,  Anthony  N.  (PM),  1033  E. 
McDowell  Road,  Phoenix,  Arizona  85006 

4770  REDEKOP,  Jacob  B.  (ORS),  Veteran’s 
Adm.  Hospital,  Tucson,  Arizona  85716 

4771  RICHARDSON,  Mary  E.  (PATH),  4550 
N.  51st  Avenue,  Phoenix,  Arizona  85031 

4772  RIFKIND,  David  (IM),  Univ.  of  Ariz., 
Coll,  of  Med.,  Tucson,  Arizona  85721 

4773  SANDERS,  Edward  A.  (GP),  1433  W. 
Merced  Ave.,  West  Covina,  Calif.  91790 

4776  SNEED,  Thomas  F.  (R),  24th  Street  & 
Avenue  A.,  Yuma,  Arizona  85364 

4777*  STUTSMAN,  Robert  E.  (P),  Arizona 
State  Hospital,  Phoenix,  Arizona  85008 

4758  THOMPSON,  Richard  A.  (N),  350  W. 
Thomas  Road,  Phoenix,  Arizona  85013 


4763  TRUMP,  David  S.  (PD-GS),  2021  N. 

Central  Avenue,  Phoenix,  Arizona  85004 
4769  WARD,  Neil  O.  ( OTO ) , Wadsworth  Hos- 
pital, Los  Angeles,  California 
4774  ZONIS,  Richard  D.  (OTO),  1550  E.  In- 
dian School  Road,  Phoenix,  Arizona  85014 
* Practice  limited  to  Arizona  State  Hospital. 

The  following  doctors  of  medicine  have  been 
issued  temporary  licenses  since  publication  of 
the  1967  Medical  Directory: 

Issued  Expires 

1181  DAVIS,  Thomas  E.  (IM) 

Maricopa  Co.  Gen. 

Hosp 9/21/67  3/21/68 

1187  DAYWITT,  Robert  L.  (GP), 

Superior 10/23/67  4/23/68 

1185  HARRIS,  Dennis  H.  (PM), 

Phoenix  9/29/67  3/29/68 

1186  MEINSTEIN,  Charles  (OPH-OTO), 

Douglas  10/  9/67  4/  9/68 

1182  PASCUAL,  Fernando  J.  (GP), 

Kearny  9/25/67  3/25/68 

1180  SMITH,  George  C.  (GP), 

Miami  9/19/67  3/19/68 

1190  SPAETH,  Alexander  (GP), 

Carl  Hayden  Com.  Hosp. 

(Renewal)  11/  8/67  5/  8/68 

1189  SPOTNITZ,  Murray  (IM-PUD), 
Maricopa  Co.  Gen. 

Hosp 11/  3/67  5/  3/68 

1183  WALKER,  Phillip  (GP), 

Arizona  State  Hospital  9/25/67  3/25/68 


OPINION  OF  THE  AMA 
JUDICIAL  COUNCIL 

Guideline  for  Physicians  in  their 
Relations  to  Commercial  Enterprises 

It  is  demeaning  to  the  medical  profession  for 
a physician  to  permit  the  use  of  his  name  and 
professional  status  in  the  promotion  of  commer- 
cial enterprises.  A physician  may  freely  engage 
in  business  ventures  outside  the  practice  of 
medicine.  However,  out  of  respect  for  his  pro- 
fession, he  should  not  allow  his  name  or  the 
prestige  of  his  professional  status  as  a physician 
to  be  used  in  the  promotion  of  commercial 
enterprises. 
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FUTURE  MEDICAL  MEETINGS 


Twelfth  Annual  Meeting  of  the 
Medical  Society  of  the 
United  States  and  Mexico 

February  7,  8,  9,  10,  1968 
Guadalajara,  Mexico 

For  information  contact: 

James  D.  Nauman,  M.D. 

1603  N.  Tucson  Boulevard 
Tucson,  Arizona  85716 


Southwestern  Medical  Association 
48th  Annual  Meeting 

February  8-10,  1968 

Sheraton-EI  Paso  Motor  Inn 
El  Paso,  Texas 

Speakers: 

Michael  E.  De  Bakey,  M.D. 

Houston,  Texas 

Sidney  S.  Gel  I is,  M.D. 

Boston,  Mass. 

Demetrio  Sodi-Pallares,  M.D. 

Mexico  City 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
77th  ANNUAL  MEETING 

APRIL  23  through  27,  1968 

SAFARI  HOTEL 

SCOTTSDALE,  ARIZONA 

17  GUEST  SPEAKERS  FROM  USC 
20  GUEST  SPEAKERS  FROM  ARIZONA 
74  SCIENTIFIC  PRESENTATIONS 


January,  1968 
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Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 
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this  issue:  the  cold  in  pregnancy... 


Ihe  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  coi 
considered  to  be  the  well-known  symptom  comp 
which  includes  sore  throat,  stuffy  nose,  and  a coi;! 
Febrile  states  or  extension  of  the  disease  pro:- 
into  the  lower  respiratory  tree  are  not  part  of  h 
common  cold  and  will  not  be  included  in  this  i 
cussion. 

t 

Ihe  clinical  picture  of  a cold  in  pregnancy  car: 
confused  by  a long-known  physiological  pheno  . 


)n.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
irt  of  the  nasal  septum  above  the  intermaxillary 
>ne)  becomes  engorged,  apparently  due  to  hypere- 
ia  induced  by  the  increased  estrogen  level  which 
companies  pregnancy.  The  amount  of  congestion 
n vary  in  degree  from  woman  to  woman.  Some 
ive  very  little  congestion,  others  will  have  occa- 
Dnal  nosebleeds  from  this  area,  still  others  will 
ive  symptomatic  congestion  to  the  degree  that  they 
ill  complain  of  having  a "chronic"  or  constant 

Id. 

;s  well  recognized  is  the  occurrence  of  this  type 
hyperemia  in  any  part  of  the  nasopharyngeal 
ucosa,  again  in  varying  degree.  Such  swelling 
ten  produces  a postnasal  drip  which,  the  patient 
ill  state,  is  present  only  when  she  is  pregnant, 
itients  who  do  not  have  symptomatic  congestion 
dinarily,  will  find  that  when  they  do  get  a cold, 
e symptoms  last  much  longer  than  those  of  a cold 
ually  do.  Occasionally,  this  hyperemia  is  respon- 
se for  closure  of  the  medial  end  of  the  Eustachian 
be;  such  patients  will  complain  of  "plugging”  of 
e ears.  Inspection  of  the  ear  drum  will  show  a 
pression  which  confirms  the  presence  of  Eusta- 
ian  closure  rather  than  wax  in  the  canal  which  is 
e patient’s  diagnosis.  Symptoms  related  to  this 
lysiological  congestion  are  more  apt  to  occur  in 
avier  smokers  or  those  who  have  a history  of 
ergic  rhinitis,  just  as  are  the  symptoms  of  the 
mmon  cold.  And  when  the  cold  does  occur  in 
egnancy,  the  symptoms  are  worse  because  of  the 
derlying  congestion. 

te  pregnant  woman  with  a cold  is  miserable  for 
ner  reasons,  dependent  somewhat  on  her  parity 
d the  length  of  her  gestation.  As  parity  increases, 
also  does  the  relaxation  of  the  abdominal  and 
rineal  musculature.  The  uterus,  lying  against  a 
ick  abdominal  wall,  and  bearing  down  on  relaxed 
rineal  muscles,  acts  like  a piston  when  the  patient 
ughs,  sneezes,  or  even  blows  her  nose,  pushing 
wn  on  the  bladder.  Stress  incontinence  during 
Ids  is  almost  the  rule. 


the  length  of  gestation  increases,  so  does  the  size 
the  uterus.  As  it  grows,  it  pushes  the  abdominal 
ntents  above  it  and  elevates  the  diaphragm.  This 
suits  eventually  in  a lateral  displacement  of  the 
wer  rib  cage,  often  to  a point  at  which  the  patient 
ill  complain  of  soreness  in  this  area.  If  such  a 

( Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion . . . 
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timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 
■ ■ ■ ® 

1311111110  timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  dro 
The  use  of  antibiotics  in  an  uncomplicated  cold 
contraindicated  and  should  be  scrupulously  avoids 

In  summary,  a cold  in  pregnancy  is  more  severe  a 
longer  lasting.  The  treatment  of  the  symptoms  w 
local  and  systemic  decongestants  will  make  t 
patient  more  comfortable. 

Apparently  the  cold  is  so  common  in  pregnancy  tl 
it  has  received  very  little  attention  in  the  literatu 
References  are  almost  non-existent  and  the  fi, 
which  are  available  add  little  to  the  common  knof 
edge,  are  out-dated,  or  are  not  helpful.  Thus  tj 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 

“The  Orange  Medicine” 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  ri 

Pheniramine  maleate 6.25  n: 

Pyrilamine  maleate  6.25  n 

For  nasal  congestion  you  can  bring  quick,  lasting  co 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  rr 
occasionally  encounter  these  side  effects:  drowsine 
blurred  vision,  cardiac  palpitations,  flushing,  dizzine 
nervousness  or  gastrointestinal  upsets.  Precautions:  tj 
possibility  of  drowsiness  should  be  considered  by  |j 
tients  engaged  in  mechanical  operations  requiring  ale 
ness.  Use  with  caution  in  patients  with  hypertensir 
heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertiseme\  j 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


Synthetic  Thyroid  Replacement  Therapy 


consider 

LETTER* 

(SODIUM  LEVOTHYROXINE. 
ARMOUR)  TABLETS 


^ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  O,  ILLINOIS 
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in 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Eh  (as  Thiamine  Mononitrate)  10  mq 

Vitamin  B2  (Riboflavin) 

10  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B12  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691—6—3942 


m 


UMPIRIN'®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit 
forming),  Phenacetin  gr.  21 4,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin* 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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How  well  does  Vistaril  relieve  the  symptoms  that 
ilague  an  alcoholic  during  the  recovery  period  ? 
Doctors  Knott  and  Beard  of  the  Alcoholic  Reha- 
jilitation  Unit,  Tennessee  Psychiatric  Hospital 
ind  Institute,  recently  conducted  a double-blind 
;tudy  comparing  Vistaril  and  another  well- 
jstablished  antianxiety  agent  with  placebo  in  60 
ihronic  alcoholic  patients.1 
rhe  investigators  conclude : “It  was  the  opinion 
)f  the  staff  that  hydroxyzine  was  generally  more 
jffective  than  chlordiazepoxide,  for  the  follow- 
ng  reasons : hydroxyzine  was  equally  if  not  more 
iffective  in  reducing  anxiety  and  tension  and  it 

produced  less  daytime  sedation ”l  (See  results 

m succeeding  pages.) 

Here  is  new  evidence  that  Vistaril  can  ease  ten- 
sion, allay  anxiety  in  chronic,  hospitalized  alco- 
lolic  patients.  But  you  might  also  choose  Vistaril 
cor  what  it  doesn’t  do.  Although  not  evaluated  in 
his  study,  Vistaril  is  reported  to  be  non-euphor- 
ant,  and  its  low  toxicity  makes  it  relatively  safe. 
Best  of  all,  Vistaril  is  non-habituating.  To  date, 
ifter  more  than  ten  years  of  clinical  use,  there 
lave  been  no  reports  of  dependency  in  patients 
receiving  Vistaril. 

U ith  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


(HYDROXYZINE 

PAMOATE) 


the  Study:1  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d. ; twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

‘Psychological  Reports  10:799,  1962 


the  results1 


DURING  DURING 

FIRST  WEEK  ■■BthIRD  WEEK 


Anxiety  reduced  with  Vistaril 

Composite  Rating  of  Anxiety: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 

Tension  eased  with  Vistaril 

Composite  Rating  of  Tension: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

. 

THIRD 

WEEK 

■ 

FIRST 

WEEK 

THIRD 

WEEK 

n 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

’Lease  see  last  page  for  prescribing  information 


In  Alcoholism... 


“Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism."1 


DURING  FIRST  WEEK 


1 DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 

(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


FIRST 

WEEK 

, - 

THIRD 

WEEK 

. FIRST 
WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

week  ; 

THIRD 

WEEK 

i 

FIRST 

WEEK 

THIRD 

WEEK 

' FIRST 
WEEK  j 

THIRD 

WEEK 

Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
21%  27%  13% 

Somatic  concern  alleviated  to 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern:  ^ 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
17%  13%  14% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

- «'  ' ; 

s 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comments 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  Treated 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 
Effects 
Not  Treated 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 
Effects 
Not  Treated 

Placebo 


Increase  in  hostility  minimized 
with  Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 

1 2 3 4 5 6 

VISTARIL 

(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  CHANGE  IN  HOSTILITY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

Cooperativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  CHANGES  IN  COOPERATIVENESS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
No  change  31%  —70% 


In  Alcoholism... 


(HYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HC1  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HC1) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 
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treat  one . . . six  people  benefit 


The  brunt  of  senility  falls  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
‘Thorazine'  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
‘Thorazine’— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

© 1967  Smith  Kline  & French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available : Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 

Smith  Kline  & French  Laboratories 


in  senile  agitation . . . 


Thorazine*  chiorpromazine 
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Arizona  Medicine 
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on  the  dotted  line 
can  mean  so  much 
to  your  patients 
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The  Tubex^  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 


Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TURFY® 

\j=3  Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


The  full  ^4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the] 
...helps  bring  out  the  best  in  co 


Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2Vz  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
g gassy  stomach?" 


“Will  it  si 


le  pain?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress- 

magnesium  hydroxide  plus  simethicone  with  the  proven1  defoaming  action  of  simethicone. 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Stuart 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


DORSEY  "FLU-GRAM" 


DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


&m  ■ ■ 


COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 

4'™'  ■ :■■■■.  :v:<,  ■ , ,c...  i .......  .. 

REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

+ ■ m a rl  vnlnor/t  tanlnt  /wvitl'unr * 


timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 
Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  the  Wander  Company 

Lincoln,  Nebraska  68501 


I j 

clip  and  file  under  “flu”  j 

For  relief  of  “flu-like”  symptoms 
Tussagesic  timed  release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 

(402)434-6311  j 

Fast  delivery  by  your  Dorsey 
Representative 

l J 
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new, 
evidence 


lorTAO«lU 


a 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 

in  the  office 

and 

for  a problem  pathogen 

in  the  hospital. 


'"Staphylococcus  aureus 
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study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

98.0% 

of  the 
patients 

responded 

favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


2 

Effect  of  oral  therapy  with 


TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 


of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 


thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


*ln  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


* 1 1 should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.  10017 
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supervision  and  companionship 
are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


5055  North  34th 


PHOENIX,  ARIf 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCfl 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


ARIZONA'S  professional  AIR  AMBULANCE  SERVICE 
CUTTER  AVIATION,  I N C . sky  harbor,  phoenix 

Radar  equipped  Eeechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 


cJp]asy  on 

thec^udget... 

GJ7Jasy  on 

the  £J[/[other 

G\G  \Tablets  Elixir  j/r) KD 

cpor  c 'Jron  [deficiency  Qsd1 iemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 
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FINE  APP/MEqFOR  MEN 

00  N.  CENTRAL  AVENUE 
PHOENIX  ■ 266-1133 


wning  a piece  of 
from  The  Gentry 
is  one  thing.. . 
keeping  it 
for  yourself 
is  anoth 


■ 


See  for  yourself 
the  professional 

ME 

Billing  and 


Bookkeeping  Service 


IT  S A “PERSONAL  TOUCH”  SERVICE  THAT  YOU  CONTROL! 


All  records  stay  in  your  office  at  all  times! 
sfc  Patient  accounts  at  your  fingertips. 

% Prompt  and  professional  billings. 

Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


psyc h o an  ^ 

clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


355-6200 


THE  DIAGNOSTIC  LABORATORY 


Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 

Marcy  L.  Sussman,  M.D. 


258-1601 


I 


1901  E.  Thomas  Road  Office  — 274-3603 


Marion  A.  Jabczenski,  M.D, 
William  S.  Stone,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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co— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

“ The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON 

3424  NORTH  CENTRAL  AVENUE 
(PHONE  266-2403) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


★ RONALD  E.  DEITRICH 

SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  623-7941) 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 

Scottsdale's  Newest 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 

& Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 
PSYCHIATRY 

Murray  Urie,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 


GENERAL  SURGERY 


Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


General  Practitioner  wanted  for  retirement 
community.  Green  Valley,  Arizona;  19  miles 
south  of  Tucson  — U.  S.  89.  Arizona  license 
required.  Contact:  Tom  Austin,  P.  O.  Box  1049, 
Green  Valley,  Arizona  85614.  Telephone:  Area 
Code  602  622-8819. 


WANTED:  General  Practitioners  to  fill  vacan- 
cies on  medical  staffs  at  two  Arizona  locations. 
Major  copper  producer.  No  office  overhead. 
Well  equipped  hospitals.  Very  generous  guar- 
antee. Enclose  personal  and  professional  back- 
ground data  with  inquiry  to:  Box  68-1,  Arizona 
Medicine,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona  85251 . 
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24  HOUR  AIR  AMBULANCE  SERVICE 


a.  l.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-341 1 


MAKE  1968  A GREAT 

r 

MEETING 


1959 

331 

1960 

414 

1961 

419 

1962 

469 

1963 

315 

1964 

238 

1965 

321 

1966 

295 

1967 

284 

plan  to  attend  • 

Safari  Hotel,  Scottsdale  • 

April  23-27,  1963  j 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 


ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Pli.D.,  A. 
DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 
FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D.,  F.A.C.P. 
INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 
ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

PSYCHIATRY 

Michael  F.  Cleary,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa^  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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ARIZONA  MEDICINE 


a name  you  can  count  on 
when  it  counts 


PARKE-DAVIS 


Complete  information  for  usage  available  to  physicians  upon  request, 
Parke,  Davis  & Company,  Detroit,  Michigan  48232 


ROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPQ3 ) 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

'4 


Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 


ARIZONA  MEDICINE 


4) 


rizona 

M . JOURNAL  OF  ARIZONA 


leine 


MEDICAL  ASSOCIATION 


Table  of 


MEDICAL  SOCIETY 

February  1968 
Vol.  25,  No.  2 

Contents 


OF  THE  UNITED  STATES  AND  MEXICO 


EDITOR'S  PAGE 

THIS  ISSUE  97 

Roland  F.  Schoen,  M.D. 

PRESIDENT'S  PAGE 

Arnold  Id.  Dysterheft,  M.D 125 

ORIGINAL  ARTICLES 

SCOPE  OF  THE  PROBLEM  128 

William  F.  Caveness.  M.D. 

CLASSIFICATION  OF  HEAD  INJURIES  129 

John  A.  Eisenbeiss,  M.D. 

RECOGNITION  OF  MULTIPLE  INJURIES  133 

MacDonald  Wood,  M.D. 

CEREBRAL  CONCUSSION,  CONTUSION  AND  LACERATION  141 

Robert  H.  Pudenz,  M.D. 

FLUID  AND  ELECTROLYTE  MANAGEMENT  IN  HEAD  INJURY  149 

Kemp  Clark,  M.D. 

OXYGENATION  AND  RELATED  PROBLEMS  IN  THE  MANAGEMENT 

OF  HEAD  INJURY  157 

Hal  W.  Pittman,  M.D. 

THE  NEUROPATHOLOGY  OF  HEAD  TRAUMA  163 

John  D.  Waggener,  M.D. 

THE  RADIOLOGICAL  CONSIDERATIONS  OF  PATIENTS  WITH  HEAD  TRAUMA  . . 170 
Robert  E.  Flvnn,  M.D. 

ACUTE  HEAD  INJURY  175 

Joseph  P.  Evans,  M.D. 

Harold  R.  Keegan,  M.D. 

EVALUATION  AND  MANAGEMENT  OF  LINEAR  AND  DEPRESSED 

SKULL  FRACTURES  179 

George  T.  Hoffmann,  M.D. 

SUBDURAL  HEMATOMAS  IN  ADULTS  186 

Paul  C.  Bucy,  M.  D. 

H.  R.  Oberhill,  M.D. 

SUBDURAL  HEMATOMA  IN  INFANTS 190 

Paul  C.  Bucy,  M.D. 

Edir  B.  Siqueira,  M.D. 

EXTRADURAL  HEMORRHAGE  193 

Robert  H.  Pudenz,  M.D. 

INTRACEREBRAL  HEMATOMAS  200 

Kemp  Clark,  M.D. 

SCALP  LACERATION:  COMPOUND  SKULL  FRACTURE 204 

Charles  W.  Elkins,  M.D. 

BASAL  SKULL  FRACTURES:  INCLUDING  RHINORRIIEA  AND  OTORRHEA  210 

Paul  C.  Bucy,  M.D. 

H.  R.  Oberhill,  M.D. 

RECOGNITION  AND  MANAGEMENT  OF  LATE  COMPLICATIONS 

OF  HEAD  INJURIES  216 


Joseph  P.  Evans,  M.D. 

DEAN'S  PAGE 

MEDICAL  SCHOOL  DEVELOPMENT  COSTS 
Merlin  K.  DuVal,  M.D. 


FUTURE  MEDICAL  MEETINGS 253 

DIRECTORY 

OFFICERS  AND  COMMITTEES  120 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 120 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE  NORTE  AMERICA  Y MEXICO  . . .120 

WOMAN’S  AUXILIARY  120 

INDEX  TO  ADVERTISERS  255 


Published  monthly  by  The  Arizona  Medical  Association,  Inc.,  with  offices  at  4601  N.  Scottsdale  Rd., 
Suite  201,  Scottsdale,  Arizona  85251.  Subscription  $5  a year,  single  copy  50  cents.  Second  class  postage 
paid  at  Scottsdale,  Arizona,  and  at  additional  mailing  offices. 


FEBRUARY,  1968 


issue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Indications:  For  use  in  management  of  anxiety  and  tension  occurring 
done  or  as  accompanying  symptom  complex  to  medical  and  surgical 
iisorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
eep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 

tous  maculopapuiar  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern,  impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg./day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Professionally  posed 


a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  ‘Ornade’ 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Ornade 


Trademark 


Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 


Spansule@  Capsules 

brand  of  sustained  release  capsules 

each  one  can 


give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French  Laboratories 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 1 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis-  I 
ease.  11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi-  j 
ciously  in  young  patients  in  whom  I 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad-  | 
vised  of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (sue! 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor-  j 
rhea,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weig 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretio 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis 
like  syndrome,  headache,  nervousnes 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo 
sum,  hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonar 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  TJ  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms . . . (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less.  ",  4 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


(norethindrone  lmg.  c mestranol  0.05mg ) 
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YOUR  PART  BECAME  100% 

TAX  DEDUCTIBLE  ON  JAN.  1, 1968 


SEND  NOW  FOR  YOUR 
PERSONALIZED  KEOGH 
TAX  SAVINGS  PLAN.  OUR 
PROTOTYPE  PLAN  HAS 
BEEN  APPROVED  AND  IS 
READY  FOR  YOU. 


KEOGH  TAX  SAVINGS  PLAN 


Your  contributions  to  your  own  retirement  fund  became  100%  tax  deductible  for 
taxable  years  beginning  January  1,  1968.  HBA's  Prototype  Plan  allows  you  to 
take  advantage  of  tax  advantages  presently  available  and,  without  further  effort 
on  your  part. 


THE 


LIFE 


INSURANCE  COMPANY 

P.O.  Box  1272,  Phoenix  85001 


Phone  258-4885 


Fill  out  the  Keogh  Data  Sheet  below 
and  mail  to  HBA  Life  or  phone  258- 
4885  to  see  what  HBA's  Prototype 
Plan  can  mean  to  you  in  tax  savings. 
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THIS  ISSUE 


ARIZONA  MEDICINE  presents  its  third 
special  issue,  a Seminar  Issue  on  Injuries  of  the 
Head.  This  issue  is  completely  compiled  and 
edited  by  the  Associate  Editor  of  Neurological 
Surgery,  John  R.  Green,  M.D. 

We  think  Dr.  Green  has  done  an  outstanding 
job  and  call  attention  to  some  of  the  particular 
innovations  of  this  issue  beyond  the  very  excel- 
lent Table  of  Contents. 

The  cover  of  the  magazine  is  keyed  to  the 
contents  of  the  issue  — a policy  which  we  feel 
will  enhance  not  only  the  magazine  itself  but 
the  contents  thereof,  stressing  whatever  theme 
we  are  able  to  present,  or  some  thought,  prin- 
ciple or  occasion  which  we  might  wish  to 
emphasize. 

Another  innovation  in  this  particular  issue  is 
the  locating  of  all  clinical  material  in  the  center 
of  the  magazine  without  the  interposition  of 
advertising  material  in  these  particular  pages. 
This  concept  is  entirely  that  of  the  Associate 
Editor.  We  think  it  most  effective. 

The  Table  of  Contents  speaks  for  itself.  It 
contains,  however,  a distinctive  and  additional 
supplementation  which  contributes  greatly  to 
the  published  manuscripts  of  a special  issue,  and 
gives  the  impetus  which  makes  such  an  issue 
outstanding.  Your  Associate  Editor  has  taken 
the  time  and  possessed  the  insight  to  write  not 
only  a Preface  but  a Summation  to  the  Table 
of  Contents  — an  introduction  and  a recapitula- 
tion which  greatly  complements  the  exceptional 
material  which  he  has  accumulated. 

To  Dr.  John  R.  Green  — many  thanks! 

Roland  F.  Schoen,  M.D. 

Editor 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com 
pounds  with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone  1.0%. The  unique  rluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Bsynalai 

fluocinolone  acetonide 


•prcontraindicat 


For  everyday  topical  steroid  therapy 

Synalar  0.01 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 1 5,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01  % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 
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sustained-release 

Mol-lrori  Panhemic  Chronosule 

capsules 


To  help  overcome  the  inadequacies  of 
poor  absorption  and  insipid  diet  com- 
mon in  the  geriatric  patient— a superior, 
sustained-release  hematinic  combined 
with  key  vitamins. 

Each  Mol-lron  Panhemic  Chronosule 
capsule  contains:  Ferrous  sulfate,  390 
mg.  (78  mg.  elemental  iron)  and  Molyb- 
denum sesquioxide,  6 mg.  in  sustained- 
release  form;  Vitamin  B12,  25  meg.;  Vita- 
min B i , 6 mg.;  Vitamin  B2,  6 mg.;  Vitamin 
B6,  5 mg.;  Niacinamide,  30  mg.;  Vitamin 
C,  150  mg.  Supplied:  bottles  of  30. 

'brand  of  sustained-release  capsule 

t Parsons,  P.L.,  Withey,  J.L.,  and  Kilpatrick, 
G.S  : Practitioner  195:656,  (Nov)  1965. 

White  Laboratories,  Inc. 
Kenilworth,  N.  J. 


BETTER  TOLERATED-HELPS  ASSURE  MORE 
PREDICTABLE  ABSORPTION  AND  OPTIMAL 
HEMOGLOBIN  RESPONSE 

SUPERIOR  TO  CONVENTIONAL  FERROUS  SULFATE 
In  ‘Toler  ability’ 

Slowly-liberated, molybdenized  ferrous  sulfate  virtually 
eliminates  gastrointestinal  side  effects. 

So  well  tolerated  it  can  be  taken  on  an  empty  stomach. 

In  ‘Absorb  ability’ 

Gradual  release  of  better  tolerated,  molybdenized  fer- 
rous sulfate  helps  assure  more  predictable  absorption. 

In  ‘Dose-ability’ 

Just  a single  Mol-lron  Panhemic  Chronosule  capsule 
daily  generally  corrects  mild  to  moderate  hematologic 
and  nutritional  deficiencies. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 
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Business  Manager 
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San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 

ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 
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this  issue:  the  cold  in  pregnancy... 


Ihe  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  coles 
considered  to  be  the  well-known  symptom  comp: : 
which  includes  sore  throat,  stuffy  nose,  and  a cou^ . 
Febrile  states  or  extension  of  the  disease  proo; 
into  the  lower  respiratory  tree  are  not  part  of  t: 
common  cold  and  will  not  be  included  in  this  d 
cussion. 

t 

Ihe  clinical  picture  of  a cold  in  pregnancy  can 
confused  by  a long-known  physiological  phenon. 


pn.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
irt  of  the  nasal  septum  above  the  intermaxillary 
bne)  becomes  engorged,  apparently  due  to  hypere- 
ia  induced  by  the  increased  estrogen  level  which 
.companies  pregnancy.  The  amount  of  congestion 
nn  vary  in  degree  from  woman  to  woman.  Some 
pe  very  little  congestion,  others  will  have  occa- 
|Onal  nosebleeds  from  this  area,  still  others  will 
jave  symptomatic  congestion  to  the  degree  that  they 
ill  complain  of  having  a "chronic”  or  constant 
old. 

ss  well  recognized  is  the  occurrence  of  this  type 
f hyperemia  in  any  part  of  the  nasopharyngeal 
mcosa,  again  in  varying  degree.  Such  swelling 
ften  produces  a postnasal  drip  which,  the  patient 
■ ill  state,  is  present  only  when  she  is  pregnant, 
atients  who  do  not  have  symptomatic  congestion 
rdinarily,  will  find  that  when  they  do  get  a cold, 
te  symptoms  last  much  longer  than  those  of  a cold 
sually  do.  Occasionally,  this  hyperemia  is  respon- 
ible  for  closure  of  the  medial  end  of  the  Eustachian 
abe;  such  patients  will  complain  of  "plugging”  of 
he  ears.  Inspection  of  the  ear  drum  will  show  a 
epression  which  confirms  the  presence  of  Eusta- 
hian  closure  rather  than  wax  in  the  canal  which  is 
jbe  patient’s  diagnosis.  Symptoms  related  to  this 
>hysiological  congestion  are  more  apt  to  occur  in 
leavier  smokers  or  those  who  have  a history  of 
llergic  rhinitis,  just  as  are  the  symptoms  of  the 
ommon  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
inderlying  congestion. 

The  pregnant  woman  with  a cold  is  miserable  for 
)ther  reasons,  dependent  somewhat  on  her  parity 
ind  the  length  of  her  gestation.  As  parity  increases, 
;o  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
ilack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
roughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
:olds  is  almost  the  rule. 

is  the  length  of  gestation  increases,  so  does  the  size 
Df  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
zontents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion . . . 
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timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


( Advertisement ) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  T he  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling" in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant."  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drop 
The  use  of  antibiotics  in  an  uncomplicated  cold 
contraindicated  and  should  be  scrupulously  avoide 

In  summary,  a cold  in  pregnancy  is  more  severe  at 
longer  lasting.  The  treatment  of  the  symptoms  wit 
local  and  systemic  decongestants  will  make  tf 
patient  more  comfortable. 

apparently  the  cold  is  so  common  in  pregnancy  th| 
it  has  received  very  little  attention  in  the  literatuo 
References  are  almost  non-existent  and  the  fe 
which  are  available  add  little  to  the  common  knowj 
edge,  are  out-dated,  or  are  not  helpful.  Thus  th. 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 


her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 

“The  Orange  Medicine” 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg 

Pheniramine  maleate  6.25  mg 

Pyrilamine  maleate  6.25  mg 


For  nasal  congestion  you  can  bring  quick,  lasting  com 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  ma> 
occasionally  encounter  these  side  effects:  drowsiness 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa 
tients  engaged  in  mechanical  operations  requiring  alert 
ness.  Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis. 


(Advertisement )\ '{ 


‘EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  54  (Warning-May  be  habit 
forming),  Phenacetin  gr.  254,  Aspirin  gr.  354,  Caffeine  gr.  54. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 
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Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at 


ARIZONA  MEDICINE 


Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 


And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
irdicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


FEBRUARY,  1968 


Equagesic  tablets 

(meprobamate  and  ethoheptazine 


citrate  with  aspirin) 

® 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  cbild-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


This  pain  is 
getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  EQUAGESIC®  (meprobamate  and  ethohep- 
tazine citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


Tandearil®,oxyphenbutazone,  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis, rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  ( peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenylbuta- 
zone; sensitive  patients  may  be  cross-reactive. 
If  coumarm-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examination,  in 
eluding  a blood  count.  The  patient  should  no 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symptom:  j 
of  blood  dyscrasia);  sudden  weight  gain  (wate  j 
retention);  skin  reactions;  blackortarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute  ' 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  imma 
ture  forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  with- 


'Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  onlyl  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


holding  dietary  salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and  in  those 
with  hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  im- 
mediately after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  systemic 
reactions  usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis  or  a generalized  allergic  reac- 
tion similar  to  a serum  sickness  syndrome  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
dally  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response;  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  ta-ssoo 
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a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


“Will  it  stop  the  pain?” 


a solution 
peptic  ulcer 
“distress 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


A simplified  approach 
to  the  practica  management 
of  hypertension 


pargyliye 


ilPIDIjVE 


lH^IRPIMY 


METHYCflOI'llI  AZIDE 


METHYCLOnilAZIIi 


P/IRGYLINE 


PARGYMNE 
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IMSERPUTOK 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 


Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa^ 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiui 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo* 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 


ENDURON' 

METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVEF 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


)nce  a day,  every  day 

ENDURONYL 


IETHYCLOTHIAZIDE  5 mg.  with 
ESERPIDINE  0.Z5  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


IM(Gnxned)  No.  724# 


EUTRON” 


Pargyline 

Hydrochlo<Kj<  2 5 nu 

Meiti>cIoth>a ixle 
Caution  federal !U.S A 
law  prohibits  dopen v<% 
without  pr«c/»pt»cn 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PARGVLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYl! 


METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 

TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Vk 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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ARIZONA  MEDICINE 


Picture  of 
painful  myositis 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
igastric  mucosa  so  often  associated  with  salicylate 
therapy3 


and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
8-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  .alius 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
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Section  I 


President's  Page 


“I  find  the  greatest  thing  in  this  world 
is  not  so  much  where  we  stand  as  in 
what  direction  we  are  moving ” 

— Oliver  Wendell  Holmes 


The  quandary  in  the  above  remark  is  or  should 
be  constantly  with  us  as  physicians  and  as  cit- 
izens at  large  alike.  It  is  axiomatic  that  in  the 
absence  of  advancement  all  that  is  human  must 
retrogress. 

Throughout  the  history  of  modern  medicine 
the  response  of  medical  research  and  education 
to  the  demands  of  a particular  time  along  the 
pathway  of  our  civilization  has  been  admirable 
and  commendable.  Recognizing  then  that  the 
objectives  of  both  medical  education,  with  its 
continuing  medical  education  equipment,  and 
the  organized  medical  profession  are  the  ad- 
vancement of  medicine  and  the  provision  of  the 
highest  type  of  medical  care  possible,  medical 
educators  and  organized  medicine  demand  re- 
ciprocal assistance  and  advice  to  effect  an  orderly 
solution  to  this  problem. 

In  recent  years  organized  medicine  in  this 
state  has  taken  stock  of  its  obligations,  has  acted 
affirmatively  to  the  benefit  of  both  the  public 
and  individual  physicians. 

Discoveries  and  advances  in  medical  know- 
ledge benefit  society  only  if  these  are  available 
to  well  trained  physicians  capable  of  supplying 
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such  discoveries  with  intelligence.  During  the 
last  fifty  years  the  health  record  of  the  American 
people  has  improved  at  a rate  that  has  not  been 
approached  by  any  other  large  nation  in  history. 
This  achievement  and  the  many  other  unprece- 
dented health  improvements  are  in  a large  meas- 
ure the  direct  result  of  the  advances  made  in  aji 
unfettered  medical  climate.  The  conservation  of 
knowledge  and  ideas,  the  interpretation  of  know- 
ledge and  ideas,  the  search  for  truth,  the  train- 
ing of  physicians  in  freedom  and  independence 
following  the  leaders  in  the  profession  is  indeed 
the  best  assurance  of  continued  medical  progress 
in  the  United  States. 

A whole  host  of  medical  seminars  will  be 
forthcoming  in  Arizona  in  the  ensuing  year.  The 
seminar  on  the  Management  of  Head  Injuries 
in  Phoenix  last  November  was  well  attended,  it 
is  being  featured  in  this  issue  of  Arizona  Med- 
icine. It  represents  a response  to  a need  pre- 
sented by  the  leaders  of  the  profession  in  this 
field  in  this  community.  May  we  have  more  of 
the  same. 

Arnold  H.  Dysterheft,  M.D. 

President 
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Section  II 


Preface 

!\^  EDICINE  as  one  of  the  oldest  learned  pro- 
fessions has  also  been,  and  is  now,  challenging 
and  stimulating  to  its  members  because  of  the 
ever-increasing  horizons  of  knowledge.  Our  pa- 
tients and  society  as  a whole  are  the  major  bene- 
ficiaries of  the  system  of  continuing  education  of 
physicians,  nurses  and  paramedical  personnel. 
It  follows,  therefore,  that  the  self-interests  of  our 
patients,  of  society  as  a whole,  and  of  our  pro- 
fession have  a common  bond. 

On  November  24-25,  1967  a seminar  was  con- 
ducted on  the  management  of  head  injuries.  This 
subject  is  very  important  to  all  of  us  because 
it  involves  one  of  the  most  common  killing  and 
crippling  conditions  in  our  society.  Doctor  Cave- 
ness  discussed  the  scope  of  the  problem  with  us. 
Other  members  of  our  distinguished  guest  fac- 
ulty and  staff  from  the  Barrow  Neurological  In- 
stitute of  St.  Joseph’s  Hospital  covered  the  topics: 
emergency  diagnostic  considerations,  emergency 
treatment  considerations,  management  of  closed 
head  injuries,  management  of  open  head  in- 
juries, and  recognition  and  management  of  late 
complications  of  head  injuries.  The  speakers 
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were  introduced  by  a number  of  our  colleagues 
who  presently  represent  a large  segment  of  our 
profession  in  Arizona. 

The  Seminar  on  the  Management  of  Head  In- 
juries was  held  in  connection  with  the  Continu- 
ing Education  Programs  of  the  Barrow  Neuro- 
logical Institute  of  St.  Joseph’s  Hospital*  for 
physicians  and  nurses.  ABIZONA  MEDICINE 
has  made  it  possible  to  publish  the  proceedings 
as  a permanent  record  of  the  conference  in  order 
to  bring  this  current  information  to  the  profession 
promptly. 


“The  St.  Joseph’s  Hospital  medical  complex,  in  part,  in  196  7.  The  Barrow  Neurological  Institute  organization  is  housed 
in  the  wing  jutting  to  the  right  from  the  central  core  of  the  hospital.  (Tifrelyp  Aerial  Photography) 


Guest  Faculty 

Paul  C.  Bucy,  M.D.,  Professor  of  Surgery  (Neuro- 
logical Surgery),  Northwestern  University 
Medical  School,  Chicago,  Illinois. 

William  F.  Caveness,  M.D.,  Associate  Director 
of  Collaborative  and  Field  Research,  National 
Institute  of  Neurological  Diseases  and  Blind- 
ness, Bethesda,  Maryland. 

Kemp  Clark,  M.D.,  Professor  of  Surgery  (Neuro- 
logical Surgery),  Southwestern  University 
Medical  School,  Dallas,  Texas. 

Charles  W.  Elkins,  M.D.,  Chairman,  Department 
of  Neurological  Surgery,  Tucson  Medical  Cen- 
ter, Tucson,  Arizona. 

Joseph  P.  Evans,  M.D.,  Professor  of  Neurological 
Surgery,  University  of  Chicago,  Chicago, 
Illinois 

Robert  H.  Pudenz,  M.D.,  Associate  Professor  of 
Surgery  (Neurological  Surgery),  University  of 
Southern  California,  Los  Angeles,  California 
and  Acting  Director,  Institute  of  Medical  Re- 
search, Huntington  Memorial  Hospital,  Pasa- 
dena, California. 

MacDonald  Wood,  M.D.,  Chairman,  Department 
of  Surgery,  Maricopa  County  General  Hospital, 
Phoenix,  and  Governor,  Arizona  Chapter  of 
the  American  College  of  Surgeons. 

Barrow  Faculty 

John  A.  Eisenbeiss,  M.D.,  Chief  of  Section,  Di- 
vision of  Neurological  Surgery. 

Robert  E.  Flynn,  M.D.,  Chairman,  Division  of 
Neuroradiology. 

John  R.  Green,  M.D.,  Program  Chairman. 

George  T.  Hoffmann,  M.D.,  Division  of  Neuro- 
logical Surgery. 

Hal  W.  Pittman,  M.D.,  Chief  of  Section,  Division 
of  Neurological  Surgery. 

John  D.  Waggener,  M.D.,  Chairman,  Division  of 
Neuropathology. 

Participants 

John  A.  Ash,  M.D.,  President,  Maricopa  County 
Medical  Society,  Phoenix. 

Arnold  H.  Dysterheft,  M.D.,  President,  Arizona 
Medical  Association,  McNary. 


Richard  O.  Flynn,  M.D.,  President,  Arizona 
Chapter,  American  Academy  of  General  Prac- 
tice, Tempe. 

C.  Herbert  Fredell,  M.D.,  President,  Arizona 
Chapter,  American  College  of  Surgeons,  Flag- 
staff. 

Gerald  L.  Hansbro,  M.D.,  President,  Phoenix 
Surgical  Society,  Phoenix. 

John  K.  Kerr,  M.D.,  President,  Arizona  Chapter, 
American  Academy  of  Pediatrics,  Mesa. 

E.  Lawrence  Ganter,  M.D.,  representing 

Robert  R.  McCarver,  M.D.,  President,  Arizona 
Radiological  Society,  Phoenix. 

Patrick  P.  Moraca,  M.D.,  President,  Phoenix  So- 
ciety of  Anesthesiology,  Phoenix. 

Donald  A.  Poison,  M.D.,  President,  Arizona  Sur- 
gical Society  and  Chairman,  Department  of 
Surgery,  St.  Joseph’s  Hospital,  Phoenix. 

William  A.  Sibley,  M.D.,  Professor  of  Neurology, 
University  of  Arizona  School  of  Medicine, 
Tucson. 

Robert  L.  Sommerville,  M.D.,  Chairman,  Acad- 
emy of  Medicine,  Maricopa  County  Medical 
Society,  Phoenix. 

Joseph  C.  White,  M.D.,  Chairman,  Division  of 
Neurology,  Barrow  Neurological  Institute,  St. 
Joseph’s  Hospital,  Phoenix. 


Sponsors 

Financial  support  for  this  seminar  was  gener- 
ously provided  by  the  following  organizations: 

Codman  and  Shurtleff,  Inc. 

Merck  Sharp  & Dohme  Postgraduate  Program 
and  Research  Laboratories 

Roche  Laboratories  Postgraduate  Program 

Southwestern  Foundation  for  Medical  Research 
and  Education 

The  Department  of  Medical  Education,  St.  Jo- 
seph’s Hospital 

In  addition,  the  Academy  of  Medicine  of  the 
Maricopa  County  Medical  Society  provided  pro- 
fessional assistance  and  the  Arizona  Chapter  of 
the  American  Academy  of  General  Practice  of- 
fered twelve  hours  of  Category  I Credit  to  its 
members  for  participation. 
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Section  III 


Scope  of  the  Problem 

The  magnitude  of  accidental  injury  and  its 
consequence  is  a medical  problem  of  our  time 
that  is  comparable  to  the  plagues  of  the  Middle 
Ages.  It  is  the  fourth  cause  of  death,  following 
heart  disease,  cancer,  and  stroke.  It  is  the  leading 
cause  of  death  in  ages  1 to  44.* 1 

In  1966,  52  million  persons  were  injured,  of 
whom  44  million  received  medical  attention,  11 
million  suffered  some  degree  of  disability,  2.5 
million  were  hospitalized,  and  112,000  died  as  a 
result  of  the  accident. 2’ 3 The  effect  on  potential 
productivity  is  self  evident. 

The  annual  cost  is  $18  billion  in  wages  lost, 
production  loss,  medical  expenses,  and  insurance 
claims.  This  represents  2%  of  the  gross  national 
product.4  In  the  demand  on  medical  care  and 
hospital  beds,  accidental  injury  is  second  only 
to  mental  illness.  In  1966,  this  involved  100  mil- 
lion visits  to  doctors  and  22  million  hospital  bed 
days.5 6 

The  place  of  craniocerebral  trauma  in  the  over- 
all injury  problem  is  not  precisely  known,  ex- 
cept in  vehicular  accidents  in  which  70%  impli- 
cate the  head.5  Epidemiological  studies  are  now 
underway  that  should  provide  more  comprehen- 
sive information  in  the  next  few  years.  A con- 
servative estimate  of  the  head  injury  toll  for 
1966  includes  50,000  deaths,  3,400,000  disabili- 
ties of  one  or  more  days,  and  an  overall  cost  of 
$6  billion.  It  is  pertinent  that,  during  the  past 
fifty  years,  accidental  deaths  and  disability  from 
industrial  hazards  have  steadily  decreased,  while 
those  from  traffic  hazards  have  increased  at  an 
alarming  rate. 

Federal,  state,  and  private  agencies  are  taking 
a hard  look  at  the  facilities  available  to  cope 
with  this  problem.4  Adequate  transportation  of 
the  injured  is  lacking.  Of  the  30,000  ambulances 
now  available  in  this  country,  approximately  one 
half  are  operated  by  funeral  homes,  most  of 
which  are  planning  to  phase  out  of  this  activity. 
Less  than  half  of  the  staff  manning  these  ve- 
hicles are  properly  trained  in  first  aid  measures. 
Communication  systems  between  accident  sites, 

Associate  Director  of  Collaborative  and  Field  Research,  Na- 
tional Institute  of  Neurological  Diseases  and  Blindness,  Bethesda, 
Maryland. 

Presented  at  “Seminar,  The  Management  of  Head  Injuries” 
Barrow  Neurological  Institute  of  St.  Joseph’s  Hospital  at  Del 
Webb’s  TowneHouse,  Phoenix,  Arizona,  November  24-25,  1967. 
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ambulances  and  hospitals  are  under-developed. 
Emergency  services  in  hospitals  are  uneven, 
with  a large  proportion  having  inadequate  facili- 
ties and  trained  staff. 

From  the  preceding,  it  is  apparent  that  med- 
ical and  paramedical  personnel  are  faced  with  a 
tremendous  responsibility.  A growing  awareness 
of  this  has  been  evidenced  by  a three-fold  in- 
crease in  articles  on  head  injury  listed  in  the 
Cumulative  Index  Medicus  over  the  past  decade, 
the  selection  of  head  injury  as  a principal  topic 
by  one  national7  and  two  international8’ 9 con- 
gresses of  neurology  and  neurological  surgery 
in  the  past  three  years,  a conference  devoted  in 
its  entirety  to  this  subject  within  the  past  year,10 
and  the  seminar  beginning  today  in  Phoenix. 
The  transactions  between  faculty  and  partici- 
pants that  will  take  place  today  and  tomorrow 
will  represent  a significant  response  from  this 
area. 
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Emergency  Diagnostic  Considerations 


CLASSIFICATION  OF  HEAD  INJURIES 
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T HE  usual  classification  of  head  injuries  is 
timeworn,  well-known  and  is  documented  in  the 
program  of  this  Seminar.  From  a clinical  stand- 
point, with  reference  to  the  care  of  the  patient, 
it  is  of  little  value  in  that  the  patient  with  head 
injury  of  any  consequence  presents  a constantly 
changing  clinical  picture  hour  by  hour  and  day 
by  day.  The  final  diagnosis  is  made  in  retrospect 
after  observation  of  the  patient  during  his  con- 
valescence from  the  immediate  effects  of  cere- 
bral injury.  Attempts  have  been  made  to  classify 
head  injuries  into  surgical  and  nonsurgical  cate- 
gories. This  is  impractical  because  of  the  chang- 
ing clinical  picture  from  hour  to  hour  and  from 
day  to  day. 

The  terminology  to  be  used  in  this  Seminar 
refers  to  open  and  closed  head  injuries.  An  open 
head  injury  is  one  in  which  a break  in  the  con- 
tinuity of  the  scalp  and  skull  and  generally  the 
dura  occurs.  Examples  are  a compound,  de- 
pressed fracture  of  the  skull,  basilar  fracture  with 
otorrhea  or  rhinorrhea.  A closed  head  injury  im- 
plies no  disruption  in  the  continuity  of  the  scalp, 
skull  and  dura.  In  this  category,  cerebral  injur- 
ies are  classified  as  concussion,  contusion,  lacera- 
tion of  the  brain,  cerebral  edema,  brain  stem  con- 
cussion or  contusion,  intracranial  hemorrhage,  be 
it  extradural  of  arterial  origin,  subdural  of  venous 
origin,  subarachnoid  of  arterial  or  venous  origin 
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or  subcortical  usually  of  arterial  origin.  These 
types  of  closed  head  injuries  are  usually  defined 
in  the  following  manner: 

1.  CONCUSSION: 

A transient  period  of  unconsciousness,  usually 
less  than  five  minutes,  accompanied  by  a period 
of  amnesia  for  events  which  occurred  both  prior 
to  and  following  the  injury  without  demonstrable 
structural  change  within  the  brain  and  with  no 
demonstrable  residual  neurologic  abnormality. 

2.  CEREBRAL  CONTUSION: 

Unconsciousness  is  generally  greater  than  5 
min.  accompanied  by  amnesia  and  confusion,  re- 
flex changes  and  demonstrable  residual  neuro- 
logic abnormality  depending  on  the  area  of  the 
brain  injured.  This  is  actually  a bruising  of  the 
brain  with  petechial  hemorrhage. 

3.  CEREBRAL  LACERATION: 

An  actual  tearing  of  the  cerebral  substance 
and,  with  it,  signs  of  intracranial  bleeding,  pro- 
longed unconsciousness,  immediate  neurologic 
abnormality  (frequently  of  a focal  nature)  and 
deterioration  of  neurologic  status.  This  classifica- 
tion is  of  limited  value  to  the  practitioner  treat- 
ing the  patient  with  cerebral  injury,  and  possibly 
consideration  of  the  head  injured  could  best  be 
accomplished  by  a description  of  the  clinical  pic- 
ture of  the  more  common  conditions  occurring 
in  injury,  or  by  grading  the  injury  in  regard  to 
its  severity.  Generally  the  severity  of  cerebral 
injury  is  directly  related  to  the  duration  of  loss 
of  consciousness  and  the  degree  of  unconscious- 
ness. The  various  changes  in  the  degree  of  un- 
consciousness are  valuable  from  a prognostic  and 
therapeutic  standpoint. 

When  one  sees  a head-injured  patient  in  the 
Emergency  Room  and  later  follows  him  in  the 
hospital  ward,  the  changing  picture  presented 
apparent.  This  is  especially  true  in  the  patient 
involved  in  an  automobile  accident  causing  a 
closed  head  injury,  due  to  the  head  having  been 
in  motion  and  striking  a fixed  object.  Depending 
on  the  severity  of  the  injury,  several  common 
clinical  pictures  develop.  Overlap  of  any  of  these 
can  and  does  occur. 

1.  Concussion:  This  accompanies  all  head  in- 
juries of  consequence  and  unconsciousness  may 
be  of  short  duration  with  minimal  amnesia  but  it 
also  may  be  prolonged.  If  the  latter  is  true,  and 
disturbed  consciousness  persists,  it  is  more  likely 


that  cerebral  contusion  or  laceration  is  present. 
Spinal  fluid  studies  will  reveal  bloody  spinal 
fluid  and  this  is  one  of  the  means  of  differen- 
tiating concussion  from  contusion. 

2.  Subarachnoid  Hemorrhage  is  quite  common 
with  major  head  injury.  Usually  a cerebral  contu- 
sion is  present.  The  patient  complains  of  a throb- 
bing headache,  stiff  neck,  is  irritable  and  photo- 
phobic. Twelve  to  twenty-four  hours  following 
his  injury,  a positive  Kernig’s  sign  is  present,  and 
the  patient  tends  to  prefer  to  lie  on  his  side  rather 
than  his  back  or  abdomen. 

3.  “Wet  Brain”  or  External  Hydrocephalus: 
This  usually  occurs  in  a patient  with  subarach- 
noid hemorrhage.  His  headache  tends  to  increase 
in  severity  some  five  to  seven  days  after  injury. 
Papilledema  may  develop  and  possibly  sixth 
nerve  palsies.  Repeated  spinal  fluid  studies  will 
reveal  xanthochromic  fluid  with  high  pressure. 
There  are  usually  no  localizing  signs  suggesting 
a unilateral  hemispheral  lesion. 

4.  Frontal  Lobe  Contusion:  Confusion  is  pro- 
longed. Delirium  is  prominent.  Urinary  incon- 
tinence may  occur  even  after  the  patient  appears 
to  have  recovered  consciousness.  Memory  dis- 
turbances and  disorientation  are  a part  of  this 
picture. 

5.  Temporal  Lobe  Contusion:  These  patients 
generally  recover  from  coma  early  but  are  hemi- 
paretic  or  hemiplegic,  more  stuporous  than  one 
would  expect,  and  aphasic  if  the  major  hem- 
isphere is  involved.  Frequently  there  is  daily  or 
hourly  variance  in  the  size  of  the  pupils  if  they 
are  compared  and  one  may  be  hard  put  to  dif- 
ferentiate contusion  and  edema  from  a develop- 
ing subdural  or  extradural  hemorrhage. 

6.  Parietal  Temporal  Lobe  Contusion:  Such 
injuries  may  cause  hemiparesis  or  hemiplegia 
and,  if  the  patient  is  sufficiently  alert,  homony- 
mous hemianopia  may  be  demonstrable.  If  the 
major  hemisphere  is  involved,  aphasia,  both  re- 
ceptive and  expressive  in  nature,  is  present. 

7.  Occipital  Lobe  Contusion  is  relative  un- 
common even  though  injury  to  this  area  of  the 
skull  is  quite  common.  When  present,  hemiano- 
pic  signs  will  be  noted.  Most  commonly,  injury 
to  the  occipital  skull  causes  olfactory  disturbance 
and  frontal  and  temporal  lobe  contusion  by  the 
contrecoup  mechanism. 

8.  Cerebellar  Contusion  is  unusual  and  gen- 
erally, if  cerebellar  signs  such  as  nystagmus  and 
ataxia  are  present,  they  are  related  to  injury  to 
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the  brain  stem  as  well. 

9.  Brain  Stem  Injury  is  usually  accompanied 
by  diffuse  cerebral  hemispheral  injury  and  is 
manifested  by  prolonged  coma  with  no  response 
to  painful  stimuli.  Later  it  is  followed  by  in- 
creased tone  in  the  extremities,  decerebrate  pos- 
turing, and  reflexes  become  more  active  early 
following  the  injury.  There  is  fluctuation  in  the 
blood  pressure,  pulse,  temperature  and  respir- 
ation. Pupils  are  usually  small  and  may  be  non- 
reactive followed  later  by  irregularity  and  in- 
equality of  pupils.  Later  sucking  and  chewing 
movements  are  noted. 

10.  Increased  Intracranial  Pressure:  Cerebral 
edema  may  follow  any  injury  to  the  head  and 
can  be  difficult  to  differentiate  from  intracranial 
hemorrhage  — extradural,  subdural,  subarach- 
noid or  subcortical.  Regardless  of  the  cause  of 
the  increased  intracranial  pressure,  the  patient 
manifests  a fairly  constant  progressive  change. 
The  blood  pressure  rises,  the  pulse  pressure 
widens,  the  pulse  slows  and  is  bounding,  respir- 
ation slows  and  becomes  stertorous.  As  the  con- 
dition progresses,  blood  pressure  falls,  pulse  rises, 
temperature  rises,  and  frequently  marked  pul- 
monary edema  will  develop. 

Neurologically,  pupillary  changes  occur  when 
the  third  nerve  is  compressed.  First  the  pupil 
may  be  smaller  on  the  involved  side,  but  later 
enlarged,  then  ptosis  of  the  lid  develops  and  the 
eye  may  deviate  outward.  This  is  especially  true 
in  unilateral  compression  as  with  sub  or  extra- 
dural hemorrhage.  Following  this,  increased  re- 
flexes and  upgoing  toes  develop;  then  spasticity 
of  the  limbs,  and  finally  decerebrate  posturing. 
The  state  of  consciousness  deteriorates.  Drowsi- 
ness increases  to  confusion  then  to  stupor  with 
withdrawal  movements  to  painful  stimuli,  which 
are  less  on  the  ipsilateral  side  if  the  compression 
is  unilateral.  Finally  deep  coma  occurs  with  ab- 
sent lid  reflexes,  nonreactive  pupils,  absent  cor- 
neal reflexes  and  terminally  areflexia. 

In  spite  of  being  repetitious  grading  head  in- 
jury serves  a purpose  in  care  and  prognosis.  This 
is  suggested  for  your  consideration. 

Grade  I — This  patient  is  alert,  is  amnesic  and 
has  minimal  neurologic  abnormality  on  exam- 
ination. Emesis  may  occur.  In  this  category,  we 
include  cerebral  concussion,  cerebral  concussion 
with  linear  fracture  of  the  skull,  depressed  frac- 
ture of  the  skull  with  or  without  dural  laceration. 


a depressed  fracture  of  the  skull  with  focal  contu- 
sion or  laceration  of  the  brain.  Patients  in  this 
grade  usually  survive  and  return  to  their  pre- 
injury activity  without  disability. 

Grade  II  — This  patient  is  confused,  delirious, 
and  unmanageable.  In  this  category  are  included 
basal  skull  fractures,  cerebral  contusion.  When 
the  frontal  lobe  is  injured,  personality  changes, 
disorientation  in  regard  to  time  and  place,  mem- 
ory disturbances  and  persistent  incontinence  may 
accompany  his  convalescence.  If  the  temporal 
lobe  is  involved,  the  patient  frequently  may 
manifest  hemiparesis.  Pupillary  size  may  vary. 
He  may  be  mute  and  evidence  aphasia  during 
the  course  of  his  convalescence.  Temporoparietal 
injuries  occur  less  frequently  than  frontal  or 
temporal,  and  they  have  much  the  same  findings 
as  the  temporal;  however  sensory  changes  in  the 
side  opposite  the  contusion  may  occur.  Dys- 
phasias may  also  accompany  this.  Occipital  lobe 
injuries  occur  frequently  and  are  accompanied 
by  visual  changes.  In  addition,  in  this  category 
are  cerebral  contusions  of  the  nature  described 
above  with  facial  bony  injury  which  interferes 
with  pulmonary  ventilation.  These  patients  im- 
prove promptly  when  adequate  airway  is  estab- 
lished by  tracheostomy  or  correction  of  the  facial 
deformity  that  is  causing  the  disturbance  in  pul- 
monary exchange. 

Grade  III  — This  patient  is  deeply  comtose, 
barely  responds  to  painful  stimuli  with  with- 
drawal. His  pulse  is  usually  slow  and  fluctuat- 
ing. Respirations  are  full  and  regular.  Reflexes 
are  active,  and  there  may  be  evidence  of  injury 
to  the  thorax,  abdomen,  or  long  bones.  Shock 
may  be  present,  and,  with  treatment  of  the 
shock,  the  patient’s  coma  will  lighten.  Included  in 
this  grade  are  basal  fractures  with  otorrhea  and 
rhinorrhea,  concussion  and  contusion. 

Grade  IV  — This  is  usually  a fatally  injured 
patient.  He  is  in  deep  coma,  shows  minimal  re- 
sponse to  painful  stimuli.  His  pupils  are  dilated 
and  fixed,  and  rigidity  of  the  extremities  is  pre- 
sent. Blood  pressure  is  high.  There  is  a wide 
pulse  pressure.  Pulse  is  slow,  and  later  signs  of 
medullary  and  brain  stem  decompensation  will 
occur.  There  are  also  periods  of  apnea. 

Finally,  in  the  early  clinical  evaluation  of  the 
patient  with  head  injury  one  must  also  consider 
the  location  and  mechanics  of  the  injury  as  these 
may  afford  clues  in  regard  to  prognosis.  Gener- 
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ally,  injury  sustained  as  a result  of  the  head  be- 
ing in  motion  and  striking  a fixed  object  as  oc- 
curs in  automobile  accidents  have  a much  poorer 
prognosis  than  those  incurred  when  the  head  is 
struck  by  a moving  object  as  in  an  assault.  The 
location  of  injury  offers  a clue  to  prognosis  as 
well.  Patient  with  injuries  to  the  occipital  and 
basilar  areas  have  a poorer  prognosis  than  those 
who  have  injuries  to  the  vertex  or  temporoparie- 
tal areas  of  the  skull. 


Questions  and  answers  relating  to 
Dr.  Eisenbeiss'  paper. 

Question:  Is  it  possible  to  sustain  injury  to  the 
head  due  to  a fall  on  the  buttocks? 

Dr.  Eisenbeiss:  Injuries  to  the  head  may  re- 
sult from  a fall  on  the  buttocks  or  heels  and  may 
result  in  cerebral  concussion,  contusion  or  hema- 
toma. 

Question:  Physicians  in  rural  areas  frequently 
see  head-injured  patients  who  also  have  been 
drinking.  Would  you  discuss  the  factors  involved 
in  allowing  these  patients  to  be  transferred  from 
the  Emergency  Room  to  Jail? 

Dr.  Eisenbeiss:  The  head-injured  alcoholic  cer- 
tainly deserves  close  observation  in  the  Emer- 
gency Room  or  in  the  Hospital  proper  prior  to 
transfer  to  the  County  Jail.  To  differentiate  clin- 
ically the  effects  of  alcoholism  from  those  of 
head  injury  is  frequently  difficult.  As  a general 
rule,  the  alcoholic  will  have  dilated,  poor-react- 
ing pupils.  He  is  apt  to  be  hypo-reflexic  and  to 
move  all  four  extremeties  equally  to  painful 
stimuli.  To  differentiate  a subarachnoid  hemorr- 
hage in  a belligerent  patient  who  has  also  had 
a contusion,  from  alcoholism  is  most  difficult. 
The  alcoholic,  as  a general  rule,  tends  to  be  hypo- 
tensive. If  there  is  no  evidence  of  injury  else- 
where in  the  body,  hypotension  in  a head  injury 
is  suggestive  of  alcoholic  intoxication.  Your  good 
sense  of  smell  makes  it  possible  for  you  to  detect 
an  alcoholic.  An  alcoholic  tends  to  vomit  a little 
more  than  the  sober,  severely  head-injured 
person. 

Question:  Please  enumerate  the  symptoms  and 
findings  in  concussion  and  contusion  which 
would  warrant  hospitalization  and  observation. 

Dr.  Eisenbeiss:  Any  patient  who  has  sustained 
sufficient  head  injury  to  have  been  unconscious 
for  any  period  of  time  (one  or  two  minutes),  is 
amnesic  regarding  the  particulars  of  his  fall  or 
injury  and  who  has  had  a scalp  laceration,  should 


be  observed  in  an  Emergency  Room  for  four  to 
six  hours.  Films  of  the  skull  should  be  taken. 
A fracture  is  an  index  of  the  severity  of  the  blow 
and  I think  this  patient  should  be  hospitalized 
for  at  least  twenty-four  hours.  Any  patient  who 
has  had  a cerebral  contusion  and  who  has  re- 
sidual neurological  abnormalities  in  the  way  of 
reflex  changes  even  though  they  are  only  a 
difference  in  abdominal  reflexes,  a complaint  of 
diplopia,  a difference  in  deep  tendon  reflexes, 
an  upgoing  toe,  or  evidence  of  confusion  for  an 
hour  or  two  after  his  injury,  should  definitely  be 
hospitalized. 

Question:  What  intravenous  fluids  are  usually 
prescribed  for  a patient  who  is  unconscious  from 
head  injury  and  who  is  otherwise  normal? 

Dr.  Eisenbeiss:  When  a patient  is  first  seen  in 
the  Emergency  Room  and  found  to  be  normal 
except  for  unconsciousness,  no  fluids  are  re- 
quired for  the  first  hour  or  two,  following  which 
maintenance  can  be  established  with  Isolyte  or 
5 to  10%  Dextrose  in  Water.  In  the  past  dehy- 
dration was  emphasized  in  the  treatment  of  head 
injury  with  limitation  of  fluids  to  1500  cc.  over 
a period  of  twenty-four  hours.  Now  intravenous 
fluids  are  given  at  a rate  of  80  to  90  cc.  an  hour 
and  this  usually  is  adequate. 

Question:  Could  some  comment  be  made  as  to 
what  outlying  hospitals  should  do  before  the 
patient  is  transferred  to  a larger  institution? 

At  what  point  should  a head-injured  patient 
be  transferred  from  a rural  hospital  to  the  neuro- 
surgeon? 

Dr.  Eisenbeiss:  I think  that  the  first  thing 
that  should  be  done  is  to  make  sure  the  airwav 
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is  adequate,  that  the  blood  pressure  and  pulse 
are  stable,  that  all  obvious  areas  of  bleeding  are 
under  control  either  by  compression  or  by  repair 
of  the  laceration.  Fluid  replacement  is  necessary 
and  then  if  there  is  concern  regarding  the  nature 
and  care  of  the  head-injury,  I would  say  that 
transportation  by  air  or  ambulance  is  in  order. 

Question:  Is  there  a relationship  between 
retrograde  versus  post-traumatic  amnesia  in  eval- 
uation of  cerebral  damage? 

Dr.  Eisenbeiss:  Retrograde  and  post-traumatic 
amnesia  mean  the  same  to  me.  The  duration  of 
amnesia  and  the  degree  of  cerebral  damage  are 
probably  directly  proportional.  In  cases  where 
litigation  is  involved  it  is  more  difficult  to  cor- 
rectly assess  the  meaning  and  significance  of 
amnesia  in  relation  to  cerebral  injury. 
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RECOGNITION  OF  MULTIPLE  INJURIES 


0 NE  of  the  most  challenging  and  difficult 
problems  in  medicine  today,  is  the  management 
of  the  patient  with  multiple  injuries.1  The  moving 
vehicle  is  successful  in  mutilating  and  killing 
more  and  more  persons  each  year.  These  wounds 
of  violence,  including  falls  and  assaults  (acci- 
dental or  deliberate),  involve  multiple  areas  and 
multiple  systems  of  the  body.  To  recognize  mul- 
tiple injuries,  it  is  necessary  to  continually  eval- 
uate and  to  treat  the  injured  person  in  an  orderly 
fashion. 

The  Need 

The  primary  vital  areas  of  need  for  improve- 
ment in  our  country  are:  proper  extrication  of 
persons  from  accidents,  the  initial  first  aid  treat- 
ment, and  the  transportation  of  the  injured. 
Eiseman,2  after  evaluating  the  casualty  care  in 
the  new  chain  of  evacuation  in  Viet  Nam,  un- 
equivocally said  that,  “Wounded  in  the  remote 
jungle  or  rice  paddy  of  Viet  Nam,  an  American 
citizen  has  a better  chance  for  quick  definitive 
surgical  care  by  board  certified  specialists  than 
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were  he  hit  on  a highway  near  his  hometown  in 
the  Continental  United  States.”  This  is  an  ad- 
mirable accomplishment  of  our  military  medical 
department,  but  a sad  commentary  for  our  com- 
munity casualty  care. 

It  is  obvious  that  the  admission  of  an  injured 
person  to  a hospital  emergency  department  re- 
quires a prompt  evaluation  and  adequate  treat- 
ment to  assure  a successful  outcome.  It  is  also 
obvious,  by  mere  observation,  that  competent 
care  is  not  immediately  available  in  the  majority 
of  emergency  areas  in  our  country.  In  a recent 
77-city  survey  by  the  Public  Health  Service,3 
inadequate  emergency  medical  services  were 
found  in  the  majority  of  332  hospitals  inspected; 
there  was  lack  of  overall  direction  and  coordina- 
tion, failure  to  develop  comprehensive  operating 
plans,  no  emergency  communication  center,  lack 
of  emergency  health  services  training,  manpower 
mobilization  programs,  suppliers  and  equipment. 

The  Philosophy 

The  philosophy  of  caring  for  the  injured  per- 
son is  different  than  that  for  the  person  with  an 
acquired  illness.  Medical  education  has  instilled 
into  the  minds  of  students,  that  with  the  many 
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signs  and  symptoms  of  an  illness,  a single  disease 
entity  should  be  sought  as  the  sole  culprit.  A 
similar  attitude  is  usually  used  in  evaluating  an 
injured  person;  for  example,  all  the  signs  and 
symptoms  associated  with  an  injury  can  be  an- 
swered by  the  finding  of  a broken  bone  or  a 
bump  on  the  head.  This  reasoning  is  obviously 
fallacious.  However,  this  attitude  is  magnified 
when  trauma  is  divided  into  specialties;  frac- 
tures, cranio-cerebral  injury,  thoracic,  abdom- 
inal, genito-urinary  trauma  or  burns.  This  tends 
to  separate  injuries  to  such  a degree  that  the 
finding  of  an  injury,  psychologically  provides 
the  examiner  the  answer  to  the  trauma  patient’s 
entire  problem.  We  all  know  this  is  tragic  and 
illogical  thinking,  but  it  does  exist. 

The  injured  person  is  an  emergency  problem. 
Every  injured  person  should  be  considered  to 
be  a multiple  system  injury  until  studiously 
proved  otherwise.  This  philosophy  should  persist 
throughout  the  injured  person’s  hospitalization 
and  during  his  entire  recovery  period. 

The  Situation 

The  multiple  injury  person  is  on  the  increase. 
In  a study  by  Cornell  University,4  it  was  noted 
that  among  the  injured  occupants  of  automotive 
crashes,  that  65  per  cent  of  the  persons  sustained 
injuries  to  two  or  more  areas  of  the  body.  The 
head  and  extremity  were  the  most  common  areas 
involved.  However,  the  thorax  and  abdomen 
were  injured  in  more  than  one-half  of  the  indi- 
viduals. 

An  intensive  investigation  of  internal  injuries 
sustained  by  pedestrian  accident  victims  was 
done  by  McCarroll  and  associates.5  They  found 
that  80  per  cent  of  200  fatally  injured  persons 
suffered  significant  injury  to  two  or  more  body 
areas.  Fifty  per  cent  of  all  individuals  with 
abdominal  injuries  also  sustained  head  injuries. 

In  a superb  analysis  of  injury  in  traffic  acci- 
dents, Ryan6  found  that  with  injuries  to  pedes- 
trians struck  by  cars,  there  was  an  average  of 

2.7  injuries  per  person.  When  cyclists  were  in- 
volved, there  was  an  average  of  2.8  injuries. 
Injured  car  occupants  suffered  an  average  of 

1.8  injuries  per  person.  The  pattern  of  bodily 
injury  varied  with  each  group.  The  head,  neck 
and  lower  limb  areas  were  injured  most  fre- 
quently. The  pedestrian  and  cyclist  received  the 
more  severe  injuries.  The  car  occupants  were 
liable  to  greater  injuries  to  the  head  than  to  the 
remainder  of  the  body. 


The  Responsibility 

With  penetrating  wounds,  the  areas  involved 
are  usually  easily  identified,  but  with  blunt  in- 
jury, following  vehicular  accidents,  falls,  assaults, 
industrial  or  athletic  accidents,  the  diagnosis  of 
the  injured  area  or  areas  may  be  difficult. 

Let  us  direct  our  attention  to  the  hospital 
emergency  room,  where  recognition  of  multiple 
injuries  is  a prime  concern  in  every  injured 
person. 

The  overall  responsibility  for  this  initial  eval- 
uation, and  for  the  direction  of  management  for 
the  patient,  should  rest  with  one  competent 
physician,  thoroughly  trained  in  general  surgical 
principles,  who  can  astutely  supervise  the  total 
patient  care. 

THE  EVALUATION 
Examination 

A rapid,  careful  and  complete  physical  ex- 
amination must  be  done.  To  do  this,  all  of  the 
clothes  of  the  injured  must  be  removed.  Initial 
physical  examination  can  quickly  determine  the 
state  of  respiration,  the  extent  of  wounds,  the 
extent  of  external  bleeding,  the  presence  of 
shock,  the  level  of  consciousness,  pupillary  re- 
sponse, facial  muscular  movements,  stability  of 
the  extremities,  and  abdominal  or  pelvic  tender- 
ness. Spinal  cord  or  vertebral  injuries  can  be 
detected  by  testing  the  strength,  motion  and 
sensation  of  the  extremities.  A history  of  trans- 
ient numbness  or  paralysis  should  alert  the  ex- 
aminer to  possible  cord  injury  or  vertebral 
fracture  or  dislocation. 

An  orderly  evaluation  in  each  injured  person 
will  usually  find  the  area  involved,  and  will 
provide  a guide  for  treatment. 

The  Problem 

Persons  with  multiple  injuries  present  a diffi- 
cult problem.  The  management  of  care  is  com- 
plicated by  the  presence  of  various  physiologic 
and  pathologic  disturbances,  by  variation  in  the 
frequency  and  severity  of  shock,  by  the  many 
conflicting  priorities  for  immediate  care.8  Se- 
quence of  the  order  of  management  of  persons 
with  multiple  injuries  is,  firstly,  injuries  which 
offer  the  greatest  threat  to  life,  (these  are  not 
always  apparent),  and  secondly,  injury  to  the 
thorax  and  abdomen  usually  take  precedence 
over  a neurologic  injury  (except  intracranial 
hematomata). 

The  Classification  Of  Priority 

Jones,7  Artz1  and  others8  have  emphasized  the 
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placement  of  patients  into  priority  by  injury 
category:  (1)  patients  with  injuries  which  inter- 
fere with  the  vital  physiologic  functions,  (2) 
patients  with  injuries  which  are  severe,  but 
offer  no  immediate  threat  to  life,  and  (3)  patients 
with  injuries  which  produce  occult  damage. 

The  grouping  of  injuries  into  the  priorities  of 
treatment  is  detailed  in  the  NATO  handbook 
for  Emergency  War  Surgery.8 

Patients  in  priority  I are  those  who  are  suffer- 
ing from  asphyxia,  respiratory  obstruction,  suck- 
ing chest  wounds,  tension  pneumothorax,  and 
severe  maxillo-facial  wounds.  Also  included  are 
patients  with  shock  due  to  major  internal  or 
external  hemorrhage,  visceral  injuries,  cardio- 
pericardial  injuries,  massive  muscle  damage,  ma- 
jor fractures  and  multiple  wounds.8 

Priority  classification  II  would  be  for  those 
injured  persons  who  have  stable  vital  signs, 
although  visceral  injuries  may  be  present,  those 
persons  with  thoracic  wounds  without  asphyxia, 
vascular  injuries  requiring  repair,  and  those  with 
closed  cerebral  injuries,  but  have  an  increasing 
loss  of  consciousness.8 

Priority  III  would  be  those  patients  in  whom 
surgery  may  be  delayed,  such  as:  soft  tissue 
wounds,  in  which  debridement  is  necessary,  but 
in  which  muscle  damage  is  less  than  major, 
maxillo-facial  injuries  without  association  of  as- 
phyxia, lesser  fractures  and  dislocations,  spinal 
injuries  in  which  a decompression  is  required, 
eye  injuries,  and  injuries  in  which  additional 
studies  may  be  obtained.8 

The  ABCs 

The  ABCs  in  the  evaluation  of  the  injured 

(A)  the  airway  must  be  established 

(B)  bleeding  must  be  controlled 
person  are: 

(C)  combat  shock  early 

(D)  determine  the  extent  of  the  chest  injuries 
and 

(E)  evaluate  the  unconsciousness  patient. 

The  establishment  of  the  airway  can  be  ac- 
complished by  the  passage  of  an  endotracheal 
tube,  the  performance  of  a tracheostomy,  or  the 
procedure  of  bronchoscopy.  With  the  use  of 
suction,  tracheal  and  bronchial  cleansing  can  be 
done.  If  a tension  pneumothorax  is  present, 
closed  chest  drainage  is  accomplished  with  a 
tube  thoracostomy.  Having  established  a clear 


airway,  intermittent  posture  pressure  breathing 
will  aid  in  improving  pulmonary  expansion. 

Hemorrhage  and  shock  are  usually  managed 
simultaneously  by  the  placement  of  large  gauge 
cannulae  or  needles  into  appropriate  veins  and 
withdrawal  of  blood  specimen  for  typing  and 
crossmatching.  The  goal  is  to  restore  the  patient’s 
blood  volume,  initially,  by  the  administration  of 
a balanced  salt  solution,  and  subsequently  by 
administration  of  type  specific  blood.  External 
bleeding  can  usually  be  controlled  by  external 
pressure.  If  obvious  vessels  are  bleeding,  careful 
clamping  of  individual  vessels  can  be  done,  and 
the  patient  transferred  to  the  operating  room. 
The  use  of  a tourniquet  is  to  be  discouraged,  ex- 
cept in  unusual  circumstances.  The  control  of 
internal  bleeding  will  require  surgical  interven- 
tion. 

The  Trendelenburg  position  for  shock  should 
be  abandoned.  Decrease  in  lung  volume  and  de- 
crease in  cardiac  output  occurs,  and  there  is  an 
increase  in  the  risk  of  cerebral  edema,  retinal 
detachment  and  brachial  nerve  paralysis.9 

Spencer10  has  aptly  emphasized  that  the  rec- 
ognition of  chest  injuries  should  be  guided  by 
the  ability  of  the  patient  to  breathe  adequately, 
and  to  cough  adequately.  The  frequent  problems 
associated  with  chest  injuries  are:  poor  ventila- 
tion, obstruction  of  the  tracheo-bronchial  tree 
from  blood  and  bronchial  secretions,  presence 
of  hemothorax  and  pneumothorax,  shock,  mul- 
tiple injuries,  paradoxical  motion  of  a flail  chest, 
a sucking  chest  wall  wound,  cardiac  tamponade, 
mediastinal  or  diaphragmatic  injury.10 

Clark11  has  stated  that  the  immediate  care  of 
the  unconscious  patient  is  to  provide  an  adequate 
airway,  determine  the  patient’s  pulmonary  ven- 
tilation and  oxygenation,  and  control  the  bleed- 
ing and  shock  by  monitoring  of  the  blood  pres- 
sure, pulse,  and  respiration.  One  should  provide 
proper  splinting  of  fractured  extremities.  A 
tracheostomy  should  be  performed  early  if  the 
patient  is  in  profound  coma.  However,  if  an 
arteriogram  is  considered,  tracheostomy  is  often 
deferred  until  arteriography  is  completed;  an 
endotracheal  tube  can  be  inserted  to  aid  ade- 
quate pulmonary  exchange.  A nasogastric  tube 
is  placed  to  decompress  the  stomach.  Urinary 
catheter  will  permit  monitoring  of  the  urinary 
output  and  the  presence  of  hematuria.  A roent- 
genogram of  the  chest  and  a lateral  of  the  neck 
are  done  to  determine  the  extent  of  chest  in- 
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juries  and  posible  cervical  vertebral  damage  or 
dislocation.  Paracentesis  of  the  abdomen  or  chest 
may  be  done.  It  should  be  noted  that  throughout 
the  entire  period  of  treatment  and  evaluation  of 
the  unconscious  patient,  repeated,  careful,  de- 
tailed neurologic  examination  should  be  done  to 
determine  any  localizing  signs. 

The  History  And  Record 

While  resuseitative  measures  are  being  carried 
out,  it  is  necessary  for  another  physician  or  assist- 
ant to  determine  the  history  of  the  injury,  and 
to  initiate  the  record.  The  type  of  injury  is  im- 
portant, whether  it  is  thermal,  chemical,  radia- 
tion, or  physical,  whether  animal  or  human  bite 
is  associated,  and  whether  snake  bite  or  insect 
sting  is  present.  The  location  of  the  place  of 
accident  and  the  time  are  helpful  in  directing 
the  patient’s  therapy. 

Associated  Diseases 

It  is  vital  to  determine  whether  associated  dis- 
eases are  present,  as  elderly  patients  or  individ- 
uals with  pulmonary  emphysema  may  require 
vigorous  intermittent  posture  pressure  regimen. 

The  association  of  alcoholism  in  automotive 
accidents  has  been  increasing  and  has  been  noted 
that  over  one-half  of  the  highway  deaths  resulted 
from  excessive  use  of  alcohol,  and  in  many  cases 
from  alcoholic  drivers.  With  more  than  six  and 
one-half  million  chronic  alcoholics  in  the  United 
States,  and  with  about  80  per  cent  of  them  driv- 
ing automobiles,  it  is  obvious  that  the  drinking 
driver  is  a major  health  problem  today.  Acute 
alcoholism  will  result  in  central  nervous  system 
depression,  and  possible  coma.  There  may  be 
profound  hypotension  and  shock  with  minimal 
blood  loss.  There  is  an  increased  tendency  to 
vomit  and  aspirate.  One  finds  a depressed  res- 
piratory rate  with  carbon  dioxide  retention,  and 
respiratory  acidosis,  and  there  is  a poorer  toler- 
ance to  anesthesia  in  surgical  procedures.  Chron- 
ic alcoholism  may  be  associated  with  chronic 
nutritional  defects,  cirrhosis  and  impairment  of 
the  centra]  nervous  system. 

The  recognition  of  cardiac  disease  associated 
with  trauma  is  difficult.  A careful  history  and 
physical  examination  may  assist  the  examiner. 
Central  venous  pressure  measurements,  coupled 
with  urinary  output,  will  aid  in  estimating  the 
need  for  blood  and  fluid  replacement.  Electro- 
cardiogram is  extremely  valuable,  but  may  re- 
quire repeated  examinations.  A history  of  hyper- 
tension will  guide  a proper  return  of  the  blood 


pressure  to  maintain  an  adequate  glomerular 
filtration  rate. 

The  knowledge  of  endocrine  diseases,  such  as, 
hyper  — or  hypothyroidism,  or  adrenal  cortical 
insufficiency,  will  provide  a better  approach  for 
therapy.  The  management  of  a diabetic,  as  an 
injured  person,  may  require  careful  monitoring 
of  the  blood  sugar,  carbon  dioxide  combining 
power,  and  electrolytes. 

Knowledge  of  a patient  taking  anticonvulsant 
medication  is  important.  Seizures  may  be  as  a 
result  of  withdrawal  of  medication  or  the  result 
of  trauma.  Phenobarbital,  and  dilantin  or  paral- 
dehyde may  be  necessary  to  control  seizures. 

SPECIFIC  PROBLEM  AREAS 
Burns 

The  initial  care  of  a burn  patient  follows  the 
ABCs  of  care  of  the  injured  person;  tracheostomy 
if  necessary,  shock  therapy  instituted,  neutral- 
ization of  any  burn  agent,  escharotomy  if  needed, 
and  burn  wound  dressings  as  indicated.  These 
procedures  need  not  complicate  associated  in- 
juries requiring  surgical  intervention.  The  possi- 
bility of  coexisting  intracranial  injury  must  be 
kept  in  mind.  Mechanical  cranial  trauma,  intra- 
cranial hemorrhage,  and  encephalopathies  may 
be  overlooked. 

Maxillo-Facial  Injuries 

Maxillo-facial  injuries  also  encompass  the 
ABCs  of  care.  Correction  of  the  facial  fractures 
and  lacerations  may  be  delayed  in  preference  to 
treatment  of  other  vital  injuries. 

Thorax 

With  penetrating  wounds  of  the  chest,  the 
physical  examination  could  determine  the  loca- 
tion of  the  wound.  If  an  open  sucking  wound 
exists,  immediate  management  is  essential.  An 
occlusive  dressing  should  be  applied  over  the 
wound.  This  type  of  injury  is  often  indication  for 
immediate  thoracotomy.  Shaw12  has  stated  that 
with  blunt  trauma  to  the  chest,  careful  physical 
examination  should  determine  the  presence  of 
subcutaneous  emphysema  or  paradoxical  motion 
of  the  chest  wall.  The  severity  of  dyspnea  should 
be  noted  carefully.  Signs  of  air  and  fluid  in  the 
pleural  cavity  can  be  detected  by  tympany  or 
dullness  to  percussion,  distant  or  absent  breath 
sounds,  and  mediastinal  shift.  However,  clinical 
diagnosis  of  chest  injury  is  often  difficult  because 
of  the  lack  of  patient  cooperation.  The  presence 
of  penetrating  wounds,  flail  chest  injury,  and 
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paradoxical  respiration  usually  do  not  present  a 
diagnostic  difficulty.  Suspicion  of  intrathoracic 
injury  is  aroused  with  the  presence  of  cyanosis, 
increase  in  jugular  venous  engorgement,  and 
subcutaneous  emphysema.  However,  with  a dif- 
ficult and  inadequate  physical  examination  of 
the  patient  with  association  of  multiple  injuries, 
the  need  for  routine  radiography  of  the  chest 
becomes  obvious.  Irving  and  Irving13  have  stated 
that  it  should  be  axiomatic  that  each  patient 
with  a head  injury  should  have  a chest  film  as 
a matter  of  urgency;  the  procedure  taking  pre- 
cedence over  all  other  special  investigations. 

An  excellent  check  list  has  been  provided  by 
Shaw12  when  treating  patients  with  an  injured 
chest : 

( 1 ) the  restoration  of  blood  volume  and  con- 
trol of  hemorrhage 

(2)  resuscitation  of  the  patient 

(3)  maintenance  of  adequate  airway 

(4)  means  to  maintain  cleanly  traeheo-bron- 
chial  tree 

(5)  adequate  drainage  of  the  pleural  cavity 

(6)  proper  expansion  of  both  lungs 

(7)  satisfactory  circulation 

( 8 ) closure  of  the  wounds  and  dressing 

(9)  stability  of  the  chest  wall 

The  seriousness  of  chest  trauma  is  seen  in  an 
analysis  of  1,022  persons  with  thoracic  injury, 
by  Conn  and  his  associates14  who  found  that  273 
patients,  (approximately  27  per  cent),  were  in 
shock  at  the  time  of  admission  with  an  average 
mortality  of  11.8  per  cent,  almost  seven  times 
that  of  the  mortality  rate  of  the  normo-tensive 
group.  Persons  with  penetrating  chest  trauma, 
in  shock,  had  a mortality  of  7.5  per  cent.  How- 
ever, patients  with  blunt  non-penetrating  chest 
injuries,  with  association  of  shock,  had  a mortal- 
ity of  over  16  per  cent;  rib  fractures  being  pres- 
ent in  83.9  per  cent  of  this  group.  Associated  in- 
juries were  present  in  44.4  per  cent  with  more 
than  a two-fold  greater  mortality  rate  than  in 
the  group  with  injuries  limited  to  the  thorax. 

In  a review  of  1,086  patients  with  cranial 
injury,  Clark11  noted  that  almost  as  many  major 
intrathoracic  and  intra-abdominal  injuries  oc- 
curred as  did  acute  intracranial  hematomata. 

Abdomen 

Some  interesting  observations  have  been  pre- 
sented by  Wilson  and  his  associates.15  In  a review 
of  363  patients  with  blunt  abdominal  trauma, 
ninety-one  patients  had  associated  major  head 


injury.  The  mortality  rate  of  patients  without 
head  injury  was  15  per  cent.  Whereas,  the  con- 
comitant head  injury  doubled  the  mortality  rate 
if  present  without  coma.  With  a combination  of 
head  injury,  coma  and  abdominal  trauma  there 
was  a mortality  rate  of  76  per  cent. 

In  the  ninety-one  patients  with  combined  head 
and  abdominal  injury,  coma  was  present  in  60 
per  cent,  with  shock  also  present  in  over  three- 
fourths  of  this  group.  Coma  alone,  was  seen  in 
only  13  per  cent.  Shock  being  present  in  65  per 
cent  of  this  entire  group.  Of  the  272  patients 
with  abdominal  injuries,  but  without  head  injury, 
shock  was  present  in  only  30  per  cent  and  coma 
about  2 per  cent.15 

The  number  of  patients  having  fractures  and 
chest  injury  was  almost  comparable  in  percentage 
in  the  group  with  or  without  head  injury.  Wil- 
son15 stated  that  “.  . . the  two-fold  greater  inci- 
dence of  shock  in  patients  with  cranial  trauma 
cannot  be  attributed  to  more  extensive  associated 
injuries.”  He  also  opined  that  the  frequency  of 
shock  and  the  combined  injuries  suggested  a 
liability  of  these  patients  to  hypovolemic  shock. 

A head  injury  does  not  produce  a rigid  abdom- 
inal wall,  unless  muscular  rigidity  is  also  present 
in  the  extremities.  An  ileus  or  silent  abdomen 
in  patients  with  head  and  abdominal  injury,  is 
usually  due  to  intra-abdominal  damage  or  verte- 
bral column  injury.  Shock  is  almost  always  due 
to  a major  injury  in  the  body,  other  than  in  the 
head. 

It  is  uncommon  to  see  extreme  restlessness 
with  cranio-cerebral  injury.  Its  presence  may  be 
due  to: 

“1)  Cerebral  anoxia  secondary  to  hypoxemia 
of  respiratory  origin  or  hypovolemia; 

2 ) Severe  headaches  produced  by  an  expand- 
ing extra-dural  intracranial  hematoma; 

3 ) Pain  caused  by  an  overdistended  bladder, 
unrecognized  and  unsplinted  fractures  ox- 
extensive  soft  tissue  injuries.”15 

Restlessness  necessitates  prompt  re-evaluation 
of  the  patient. 

Associated  head  injury  should  not  delay  anes- 
thesia for  laparotomy,  thoracotomy  or  extremity 
surgery.  Patients  with  stabilized  neurologic  status 
can  tolerate  general  anesthesia  well. 

Evaluation  of  intra-abdominal  injuries,  in  a 
comatose  patient,  by  abdominal  examination  is 
difficult.  Tenderness  and  muscle  spasm  may  not 
be  elicited.  Abdominal  paracentesis  or  lavage 
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via  a peritoneal  catheter,  may  provided  indica- 
tion for  laparotomy.  Abdominal  paracentesis  was 
done,  in  23  per  cent  of  Wilson’s  series,15  on  pa- 
tients with  abdominal  injury.  A diagnostic  ac- 
curacy of  positive  findings  was  95  per  cent. 

Retroperitoneal  Hemorrhage 

The  diagnosis  of  retroperitoneal  hemorrhage 
may  be  determined  by  the  presence  of  abdominal 
and  flank  pain,  tenderness,  and  association  of 
shock.  A palpable  mass  may  or  may  not  be  pres- 
ent and  an  ileus  develops  uniformly.  Helpful 
laboratory  aids  include  a series  of  blood  counts; 
elevated  serum  amalyse  levels  may  indicate  pan- 
creatic damage  or  a rupture  of  the  duodenum; 
urinalyses  would  detect  the  presence  of  blood; 
roentgenograms  of  the  abdomen  with  association 
of  aortograms,  venograms,  and  intravenous  pye- 
logram  may  determine  vascular  competency  and 
urinary  tract  damage.  Abdominal  paracentesis 
or  interperitoneal  catheter,  with  lavage  of  the 
peritoneal  cavity  may  indicate  the  presence  of 
white  blood  cells,  blood  or  amalyse  activity. 

Freeark  and  co-workers16  have  performed  ret- 
rograde femoral  aortography  in  82  patients  sus- 
pected of  abdominal  injury  following  blunt 
trauma.  They  felt  it  was  most  useful  in  patients 
with  multiple  injuries  and  impaired  levels  of 
consciousness.  Aortography  was  the  single  most 
reliable  diagnostic  aid  in  the  detection  of  injur- 
ies to  the  solid  abdominal  viscera. 

Braustein  and  associates17  have  noted  that 
when  pelvic  fractures  occur  in  combination  with 
more  dramatic  and  symptomatic  injuries,  that 
the  amount  of  concealed  retroperitoneal  hemorr- 
hage may  not  be  appreciated  in  assessing  the 
need  for  vigorous  support  of  therapy.  In  a re- 
view of  autopsy  studies  of  200  consecutive  fatally 
injured  pedestrians,  ninety  (45  per  cent)  were 
found  to  have  pelvic  fractures.  In  twenty-one 
of  the  ninety  persons,  the  only  important  injuries 
were  to  the  pelvic  area;  ten  had  injury  to  pelvic 
organs.  However,  eleven  had  only  a fractured 
pelvis  as  a possible  source  of  considerable  hem- 
orrhage found  at  autopsy.  In  a study  of  500 
pedestrians  struck  by  automobiles  in  New  York 
City,  who  did  not  succumb  to  their  injuries, 
twenty  sustained  pelvic  fractures.  This  was  a 
much  smaller  percentage  than  the  45  per  cent 
incidence  of  pelvic  fractures  found  in  the  fatal 
injury  study,  and  suggested  that  pelvic  fractures 
are  more  often  caused  by  severe  trauma  and  are 


frequently  a contributing  factor  to  death.17 

The  important  steps  in  the  treatment  of  retro- 
peritoneal hemorrhage  are  early  monitoring  of 
the  vital  signs,  regulation  of  blood  volume  loss, 
and  the  avoidance  of  delay. 

Extremities 

Tendon,  bone,  nerve  or  vascular  injuries  are 
detected  by  symptoms  of  pain  or  numbness, 
appearance  of  deformity  and  careful  examination 
for  motion,  sensation  and  pulsation.  Roentgeno- 
graphic  studies,  with  the  addition  of  arteriogra- 
phy, will  localize  the  injury  area.  Splinting  of 
the  extremity  should  be  done  early  to  avoid 
additional  damage  and  shock. 

There  may  be  delay  in  specific  therapy  until 
other  vital  injuries  are  treated.  However,  con- 
comitant surgery  may  often  be  performed  on 
different  areas  of  the  injury  body  simultaneously. 

Fal  Embolism 

Evarts18  has  pointed  out  that  the  incidence 
of  fat  embolism  is  relatively  high  and  that  sever- 
ity of  this  complication  in  multiple  injuries  is  not 
generally  appreciated. 

It  is  a clinical  syndrome  that  is  associated 
with  lucid  interval  occurring  anywhere  from  a 
few  hours  to  as  long  as  four  days  after  an  injury. 
There  may  be  marked  dyspnea,  accompanied  by 
cyanosis,  drowsiness,  restlessness,  and  confusion; 
the  temperature  may  go  as  high  as  39.5  C.;  the 
pulse  rate  may  be  140  or  higher  associated  with 
a respiratory  rate  of  30  or  higher.  The  petechiae 
are  usually  across  the  root  of  the  neck,  axillae, 
or  in  the  conjunctivae.  Pathologic  reflexes  may 
be  noted.  Hemorrhagic  exudates  are  seen  in 
the  fundi.18 

Fat,  free  in  the  urine,  is  present  in  about  50 
per  cent  of  the  cases  three  days  after  injury. 
There  is  a significant  elevation  of  serum  lipase 
three  to  seven  days  after  the  injury  in  about  50 
per  cent  of  the  cases.  A typical  snow-storm  pat- 
tern of  pulmonary  infiltrate  is  seen  and  a series 
of  chest  films  is  often  helpful.  A sudden,  sharp, 
unexplained  drop  in  the  hemoglobin  level  occurs 
shortly  after  the  onset  of  symptoms.  Biopsy  of 
the  skin  often  indicates  a presence  of  intravas- 
cular fat  in  the  area  of  the  petechiae.  The  most 
essential  feature  in  the  diagnosis  of  fat  embol- 
ism is  the  high  index  of  suspicion.18 

Treatment  is  with  general  measures.  The  spe- . 
cific  treatment  is  with  the  lowering  of  the  plasma 
lipid  level  by  the  intravenous  administration  of 
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sodium  heparin,  10  to  50  mg.  every  six  to  eight 
hours,  and  with  the  improving  of  the  microcir- 
culation flow  pattern  by  giving  low  molecular 
weight  dextran  in  amounts  of  500  ml.  every 
twelve  hours.18 

A different  concept  of  fat  embolism  is  ex- 
pressed by  Fuchig  and  associates19  who  have 
experimentally  showed  that  shock  leads  to  a 
flushing  out  of  fat  not  fixed  in  a cell  system.  The 
fat  travels  through  the  lymph  system  into  the 
innominate  veins  and  then  into  the  lungs  rather 
than  directly  through  the  blood  stream.  They 
recommend  that  treatment  should  be  directed  to 
adequate  supportive  care  of  shock  and  not  to 
the  administration  of  any  specific  drugs.19 

Conclusion 

The  recognition  of  multiple  injuries  is  not  only 
on  the  basis  of  suspicion,  but  on  the  awareness 
that: 

1.  Every  injured  person  has  multiple  injuries 
until  proved  otherwise. 

2.  The  person  with  a multiple  injury  is  a con- 
tinuing diagnostic  problem. 

3.  Most  persons  injured  in  a vehicular  acci- 
dent, fall  or  assault,  will  have  multiple 
areas  involved. 

4.  An  accurate  history  and  repeated  careful 
physical  examinations  must  be  done  to  de- 
tect the  injuries. 

5.  Selective  laboratory  and  roentgenographic 
studies  can  be  used  to  aid  in  the  diagnosis. 
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Quesiions  and  answers  relating  to 
Dr.  Wood's  paper. 

Question:  Have  you  seen  fat  embolization 
without  obvious  fracture? 

Dr.  Wood:  People  who  have  been  involved  in 
crash  injuries  and  who  develop  confused  states 
and  pulmonary  infiltrates  may  have  fat  embol- 
ism without  obvious  fracture. 

Question:  You  note  that  the  front  aspects  of 
the  patient  are  checked.  What  about  the  backside 
of  the  patient? 

Dr.  Wood:  Well,  it’s  what’s  up  front  that 
counts,  you  know.  But  truly  an  examination 
should  cover  the  entire  surface  of  the  patient. 
Patients  with  fracture  of  the  cervical  spine  are 
preferably  placed  in  the  lateral  position.  A pa- 
tient with  a fractured  neck  or  spine  is  unable  to 
move  properly,  and  serious  trouble  will  develop 
if  emesis  occurs.  A patient  with  severe  maxillo- 
facial injuries  who  develops  an  accumulation  of 
blood  and  mucous  in  the  oropharynx,  should  be 
placed  on  his  side  with  support  of  the  neck  in  a 
neutral  position.  This  obviously  allows  one  to 
examine  the  back.  I agree  the  backside  of  the 
patient  is  important  too. 

Question:  What  is  your  opinion  of  a mobile 
medical  team  in  the  management  of  early  emer- 
gencies? 

Dr.  Wood:  Our  problems  of  handling  the  in- 
jured including  proper  extrication  of  victims 
from  accidents,  require  trained  teams.  I don’t 
think  we,  as  physicians,  have  exerted  our  ener- 
gies in  that  direction  sufficiently.  Doctor  Far- 
ington  in  Wisconsin  has  demonstrated  the  proper 
extrication  of  injured  persons  from  motor  ve- 
hicles involved  in  accidents.  The  Army  has 
an  excellent  movie  depicting  proper  extrication 
of  injured  persons  from  vehicles.  I think  we  tend 
to  forget  this  because  we  wait  for  the  person  to 
get  to  us.  We  should  extend  our  training 
to  that  area  — the  first  aid  care  of  the  patient 
and  his  proper  transportation.  These  areas  are 
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much  as  vital  as  what  transpires  in  the  hospital. 
Obviously,  a medical  team  that  is  qualified  in 
the  handling  of  trauma  should  be  present  in 
every  up-to-date  modern  hospital.  A mobile  team 
is  often  limited  by  distance  and  by  availability. 
I am  wholeheartedly  in  accord  with  improving 
our  training  of  all  persons  who  are  involved  in 
the  care  of  the  injured. 

Question:  Do  we  need  to  demand  better 
trained  ambulance  attendants?  Is  legislation 
needed? 

Dr.  Wood:  I agree  that  we  need  better  train- 
ing. The  Arizona  Corporation  Commission  has 
recently  approved  an  ordinance  that  will  in- 
clude basic  requirements  for  all  ambulance  per- 


sonnel, drivers  and  attendants  in  the  State.  This 
is  step  one.  When  the  Secretary  of  State  places 
his  signature  on  it,  it  will  be  a matter,  then,  of 
providing  training  courses  throughout  the  State 
to  qualify  these  men. 

Question:  Could  some  comment  be  made  as  to 
what  outlying  hospitals  should  do  before  the 
patient  is  transferred  to  a large  institution? 

Dr.  Wood:  It  is  tragic  if  a patient  in  shock  is 
moved  because  such  a patient  is  not  going  to  be 
in  trouble  from  the  head  injury  but  from  other 
areas  in  the  body.  Resuscitative  measures  should 
be  taken  first.  Cannulas  should  be  put  in  extrem- 
ities, blood  should  be  given  and  the  patient 
should  be  stable  before  being  transferred. 
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CEREBRAL  CONCUSSION,  CONTUSION 
AND  LACERATION 
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Barrow  Neurological  Institute  of  St.  Joseph’s  Hospital  at  Del 
Webh’s  TowneHouse,  Phoenix,  Arizona,  November  24-25,  1967. 


Cerebral  concussion,  contusion  and  lacer- 
ation are  terms  used  to  denote  certain  patho- 
physiological conditions  resulting  from  the  action 
of  traumatic  forces  on  the  brain.  Concussion  may 
be  defined  in  several  ways,  depending  on  wheth- 
er one  is  using  the  criteria  of  the  clinician  or  the 
experimentalist.  From  the  clinical  standpoint, 
concussion  is  a state  manifested  by  impairment 
or  loss  of  consciousness  resulting  from  a head 
injury  which  is  not  accompanied  by  grossly  vis- 
ible brain  damage.  In  contrast,  the  terms  contu- 
sion and  laceration  by  their  very  definition  imply 
that  there  is  visible  wounding  of  the  brain.  In 
this  report,  we  are  concerned  with  the  pattern 
and  effect  of  the  traumatic  forces  that  produce 
these  lesions  as  well  as  their  clinical  manifesta- 
tions and  management.  The  pathophysiological 
mechanisms  producing  the  phenomena  of  con- 
cussion will  be  emphasized. 
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Head  Injury  Mechanisms 

The  brain  is  injured  as  a result  of  its  absorbing 
energy  over  a short  period  of  time.  The  injury 
mechanism  may  be  direct  or  indirect. 

Direct  injury  occurs  when  energy  is  transmit- 
ted from  a mass  whose  velocity  differs  from  that 
of  the  head.  In  this  category  are  the  injuries 
sustained  when  the  head  is  struck  and  set  in 
motion  (acceleration  injury)  or,  conversely,  when 
the  moving  head  strikes  an  immobile  object  (de- 
celeration injury).  Under  some  conditions,  both 
mechanisms  may  have  been  operative.  Another 
type  of  direct  injury  is  by  compression  wherein 
forces  are  brought  to  bear  on  the  immobilized 
head. 

Indirect  injury  implies  that  the  traumatic  force 
is  not  applied  directly  to  the  head  but  is  trans- 
mitted through  its  attachment  to  the  neck.  Shear 
and  tensile  strains,  as  well  as  compressive  forces, 
may  be  transmitted  to  the  brain  by  excessive 
stretch  or  torsion  of  the  neck,  falls  on  the  but- 
tocks and  other  injuries  where  the  body  is  rapidly 
accelerated  or  decelerated. 

These  direct  and  indirect  injury  mechanisms 
cause  a variety  of  forces  to  be  brought  to  bear 
on  the  brain.  These  forces  are  classified  as 
follows: 

1.  Skull  deformation  and  depression. 

2.  Pressure  gradients  produced  by  the  sharp 

rise  in  intracranial  pressure. 

3.  Shear  strains  resulting  from  abnormal  mo- 

tion of  the  brain  within  the  neurocranium. 

4.  Cavitation. 

5.  Direct  penetration. 

Deformation  Injury 

Deformation  of  the  skull  will  occur  in  all  head 
injuries  if  sufficient  force  is  applied.  Focal  de- 
formation, with  or  without  fracturing,  may  pro- 
duce contusion  or  laceration  of  the  underlying 
brain,  the  so-called  coup  injury.  If  the  deforma- 
tion involves  the  entire  skull  many  intracranial 
structures  are  subject  to  injury.  For  example, 
the  falx  and  tentorium  may  be  torn  or  so  dis- 
torted that  they  impinge  on  the  neighboring 
structures  such  as  the  corpus  callosum  or  mid- 
brain. Cranial  nerves  may  be  stretched  or  shear- 
ed, particularly  at  the  points  of  foraminal  exit. 

If  the  skull  deformation  is  of  sufficient  magni- 
tude or  if  it  is  fractured,  some  of  the  energy  of 
the  blow  is  dissipated  and  less  is  transmitted 
to  the  enclosed  brain.  This  is  particularly  true  in 


infants  and  young  children  whose  skulls  have 
more  elasticity  than  the  adult  skull. 

Pressure  Gradients 

The  intracranial  pressure  gradients  that  follow 
a blow  on  the  head  have  been  studied  by  a 
large  number  of  observers.6' 7’ 14  There  is  a sharp 
rise  of  intracranial  pressure  immediately  follow- 
ing the  blow.  Gurdjian  and  his  associates  have 
recorded  pressures  in  excess  of  100  pounds  per 
square  inch  in  their  studies  on  experimental  head 
injury  in  animals.  Depending  on  the  site  and 
angle  of  impact,  these  intense  pressures  may  be 
expended  locally  or  set  up  gradients  that  are 
transmitted  to  other  areas  within  the  cranial 
vault  (Fig.  1).  The  highest  pressures  have  been 
recorded  in  the  region  of  the  foramen  magnum, 
a finding  most  important  for  our  understanding 
of  the  pathophysiological  substratum  of  concus- 
sion which  is  discussed  later. 


stem  and,  particularly,  the  reticular  activating  system.  (R.A.S.) 

Rotational  Forces 

It  was  postulated  as  early  as  18651  that  blows 
on  the  head  produced  rotational  forces  in  the 
brain.  In  1943,  Holbourn8  reported  his  studies 
on  gelatin  models  and  concluded  that  the  cereb- 
ral damage  resulting  from  head  injury  is  due  to 
rotational  acceleration  forces  and  not  to  trans- 
mitted waves  of  compression  and  rarefaction. 
If  these  mass  movements  are  of  sufficient  magni- 
tude, they  produce  shearing,  stretching  and  com- 
pressive forces  that  stretch  and  tear  neurons  and 
blood  vessels  and  lacerate  nervous  tissue. 

In  1946,  the  author  and  his  associates  reported 
high  speed  cinematographic  studies  of  head  in- 
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juries  in  monkeys  fitted  with  a lucite  calvar- 
ium.17, 18  These  studies  demonstrated  rotational 
motion  of  the  cerebral  mass  (Fig.  2)  which  varied 
in  its  pattern  depending  on  the  site  and  intensity 
of  the  blow,  the  movability  of  the  head  and  the 
degree  of  intracranial  pressure  that  existed  when 


FIGURE  2 

Diagram  representing  rotational  movements  of  the  cerebral  mass 
as  observed  through  the  lucite  calvarium.  The  relative  immobility 
of  the  frontal  and  temporal  lobes  results  in  shear,  tensile  and 
compressive  forces  that  produce  contusion  (stippled  area). 

the  blow  was  delivered.  It  was  noted  that  a 
lesser  degree  of  motion  occurred  in  the  frontal 
and  temporal  lobes  which  are  confined  in  the 
more  rigid  anterior  and  middle  cranial  fossae 
than  in  the  parietal  and  occipital  lobes  which  are 
free  to  glide  in  their  less  restraining  dural  com- 
partments. Thus,  the  greatest  shearing  and  com- 
pressive forces  are  developed  in  the  anterior 
frontal  and  temporal  lobes  resulting  in  contusion 
and  laceration.  These  findings  are  in  keeping 
with  the  pattern  of  cerebral  contusion  noted  in 
fatal  cases  of  human  head  injury. 

Further  evidence  for  the  existence  of  these 
shearing,  stretching,  and  compressive  forces  have 
been  offered  by  Strich.21  She  conducted  a de- 
tailed gross  and  microscopic  study  of  the  brains 
of  20  patients  who  succumbed  from  2 days  to 
2 years  following  a severe  head  injury.  Using 
the  Marchi  method,  she  demonstrated  wide- 
spread, asymmetrical,  degenerative  changes  in 
the  white  matter.  These  lesions  contained  torn 
axones  which  formed  retraction  balls  as  well  as 
fat  granule  cells  filled  with  the  products  of 
myelin  disintegration.  In  a few  cases  hemorr- 
hages were  noted  in  the  areas  where  the  con- 
sistence of  the  brain  changed;  namely,  at  the 


junction  of  the  grey  and  white  matter  in  the 
cerebral  cortex  and  basal  ganglia  and  also  under 
the  ependyma.  Strich  concluded  that  these 
changes  are  mechanical  in  origin  and  not  the 
result  of  edema  which  is  characterized  by  the 
absence  of  fat  and  the  presence  of  gliosis,  nor 
were  they  due  to  anoxia  which  affects  mainly  the 
grey  matter. 

Cavitation 

Pressures  recorded  during  experimental  head 
injury  have  shown  that  under  certain  conditions 
the  sharp  rise  in  pressure  at  the  site  of  the  blow 
is  accompanied  by  a corresponding  fall  at  the 
opposite  point.  7’ 17  This  lowering  of  pressure  is 
postulated  by  some  individuals,  particularly 
physicists  and  engineers,  to  produce  cavitation 
which  may  tear  vessels  and  lacerate  the  brain. 
While  cavitation  of  this  type  has  been  demon- 
strated in  models,  it  has  not  been  demonstrated 
in  the  living  brain  and  its  role  is  poorly  defined 
and  understood.  In  contrast,  the  cavitation  oc- 
curring along  the  path  of  a high  velocity  missile 
has  been  demonstrated. 

Penetrating  Wounds 

The  brain  will  be  injured  by  the  penetration 
of  a foreign  body.  The  extent  of  damage  is  de- 
pendent on  the  size,  velocity  and  path  of  the 
penetrating  object.  Studies  of  brain  wounding 
by  high  velocity  missiles  using  high  speed  cine- 
matographic and  microsecond  radiological  tech- 
niques have  shown  that  a zone  of  cavitation  de- 
velops along  the  path  of  the  missile17  (Fig.  3). 


FIGURE  3 

Cavitation  in  brain  resulting  from  the  radial  velocity  imparted  by 
a penetrating  missile.  The  associated  pressure  gradients  may  pro- 
duce concussion.  The  low  velocity  stab  wound  results  in  focal 
hemorrhagic  softening  without  concussion. 

Associated  with  this  is  a sharp  rise  in  intracranial 
pressure.  Both  of  these  phenomena  are  produced 
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by  the  radial  velocity  transmitted  to  the  brain  by 
the  penetrating  object.  If  the  pressure  gradients 
are  sufficiently  high,  concussion  will  occur.  In 
contrast,  penetrating  wounds  of  low  velocity,  for 
example,  stab  wounds,  will  cause  focal  lacera- 
tion and  hemorrhage  in  the  brain  but  will  not 
alter  the  intracranial  dynamics.  It  is  not  uncom- 
mon to  see  a patient  who  has  sustained  extensive 
brain  damage  as  a result  of  focal  injury  and  yet 
has  never  lost  consciousness. 

The  Pathology  Of  Concussion, 
Contusion  and  Laceration 

It  was  stated  earlier  that  concussion  is  defined 
as  a post-traumatic  syndrome  characterized  prin- 
cipally by  a transient  disturbance  of  conscious- 
ness. Actually,  concussion  cannot  be  defined  in 
simple  terms  because  of  the  marked  variation  of 
its  manifestations  in  different  individuals.  A mild 
concussive  blow  may  produce  no  more  than  a 
momentary  amnesia  followed  by  complete  re- 
covery. A severe  concussive  blow  can  lead  to 
immediate  coma,  respiratory  paralysis  and  death. 
Concussion  must  be  interpreted  in  the  light  of 
the  physiological  and  pathological  alterations  re- 
sulting from  the  abnormal  forces  described  pre- 
viously. 

Prior  to  the  Second  World  War,  concussion 
was  thought  to  be  unassociated  with  any  demon- 
strable pathological  alteration  in  the  central 
nervous  system.  However,  experienced  clinicians 
such  as  Sir  Geoffrey  Jefferson  doubted  this  and 
were  convinced  that  the  very  nature  of  concus- 
sion suggested  a brain  stem  lesion.  In  a scholarly 
treatise  published  in  1944,  Jefferson10  stated, 
"There  can  at  this  date  be  little  doubt  that  trau- 
matic stupor  is  produced  by  a low  level  lesion 
— hypothalamic  and  brain  stem.”  As  evidence, 
he  commented  on  the  disturbance  of  conscious- 
ness that  followed  manipulation  of  the  brain 
stem  in  both  the  experimental  animal  and  man 
and,  conversely,  the  persistence  of  consciousness 
in  the  presence  of  massive  lesions  of  the  cerebral 
cortex.  Jefferson’s  predictions  have  been  borne 
out  by  subsequent  investigation. 

In  1949  Moruzzi  and  Magoun12  reported  ex- 
perimental evidence  that  activity  of  the  reticular 
core  of  the  brain  stem  was  essential  for  wakeful- 
ness and  that  depression  of  its  activity  produced 
somnolence  or  sleep.  Subsequently,  the  reticular 
activating  system  has  been  studied  extensively 
by  many  workers  and  much  has  been  learned 
concerning  its  function.  A clear  and  concise 


summary  of  its  function  has  been  stated  by 
French:4 

“It  awakens  the  brain  to  conscious- 
ness and  keeps  it  alert;  it  directs  the 
traffic  of  messages  in  the  nervous  sys- 
tem; it  monitors  the  myriads  of  stimuli 
that  beat  upon  our  senses,  accepting 
what  we  need  to  perceive  and  rejecting 
what  is  irrelevant;  it  tempers  and  re- 
fines our  muscular  activity  and  bodily 
movements.  We  can  go  even  further  and 
say  that  it  contributes  in  an  important 
way  to  the  highest  mental  processes  — 
the  focusing  of  attention,  introspection 
and,  doubtless,  all  forms  of  reasoning.” 

In  the  past  two  decades  neuropathologists  and 
neurophysiologists  have  presented  an  increasing 
amount  of  evidence  that  relates  impaired  func- 
tion of  the  reticular  activating  mechanism  with 
many  of  the  phenomena  of  concussion. 

In  their  classical  studies  of  experimental  con- 
cussion published  in  1941,  Denny-Brown  and 
Russell2  reported  the  production  of  concussion  in 
the  decerebrate  animal  which  suggested  that  the 
disturbed  physiological  mechanisms  producing 
this  state  were  in  the  brain  stem.  In  1944  Windle 
and  his  colleagues27  published  the  first  of  sev- 
eral papers  describing  the  pathological  changes 
resulting  from  concussion  in  the  cat,  guinea  pig 
and  monkey.  Histological  sections  of  the  brain 
stem  disclosed  chromatolysis  in  cells  of  the  inter- 
neuron systems;  namely,  the  red  nucleus,  reticu- 
lar formation,  the  vestibular  nucleus  and  the  su- 
perior olivary  nucleus.  Less  marked  changes  were 
present  in  the  pyramidal  cells  of  the  motor  cor- 
tex. These  changes  have  subsequently  been  con- 
firmed by  others5’ 7 who  noted  the  most  marked 
change  in  the  larger  cells  of  the  reticular  system. 
Friede5  believes  that  these  changes  are  not  due 
to  the  direct  effect  of  the  force  on  the  cell  but 
are  secondary  to  damage  sustained  by  the  de- 
scending tracts  of  these  cells  at  the  C-l  level.  In 
his  studies  of  acceleration  concussion  in  cats,  he 
found  a ventral  circumferential  lesion  in  the  cer- 
vical cord  at  the  level  of  the  odontoid.  This  oc- 
curred in  animals  who  sustained  concussion  both 
as  a result  of  a blow  on  the  head  and  by  stretch- 
ing the  neck. 

This  production  of  concussion  in  the  experi- 
mental animal  by  stretching  the  neck  rather  than 
striking  the  head  is  a more  recent  development. 
It  was  first  reported  by  Hollister9  and  confirmed 
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by  Friede.5  Ommaya  and  his  associates14  noted 
that  concussion  is  more  easily  produced  in  the 
monkey  if  the  head  is  free  to  move  on  the  neck 
rather  than  immobilized.  Their  explanation  of 
this  is  twofold:  1.  The  higher  degree  of  angular 
acceleration  imparted  by  the  blow  to  the  freely 
moving  head  and,  2.  The  higher  degree  of  tensile 
strain  transmitted  to  the  brain  stem  via  the  cer- 
vical spinal  cord. 

Physiological  confirmation  of  the  alteration  in 
the  activity  of  the  reticular  activating  system  has 
been  obtained  by  Foltz  and  Schmidt.'  These  ob- 
servers recorded  evoked  potentials  from  the  re- 
ticular core  as  well  as  the  main  sensory  pathways 
of  the  brain  stem  following  acceleration  concus- 
sion in  monkeys.  Following  the  blow,  two  types 
of  cellular  depression  were  observed:  1.  A 

prompt  depression  considered  due  to  the  direct 
action  of  the  force  on  the  cell  and,  2.  A delayed 
response  attributed  to  a chemical  alteration,  pos- 
sibly excessive  accumulation  of  acetylcholine. 
The  electrical  response  of  the  main  sensory  path- 
ways was  unaffected  by  the  blow. 

The  effects  of  a concussive  blow  on  the  cere- 
bral circulation  of  both  the  experimental  animal 
and  man  have  been  reported.  Ommaya  et  al.14 
demonstrated  a slowing  of  the  circulation  fol- 
lowing concussive  blows  in  monkeys.  In  one  ani- 
mal narrowing  of  the  blood  vessels  was  observed. 
Taylor23  has  studied  the  cerebral  circulation  of 
patients  with  a postconcussion  syndrome  using 
I131  Hippuran.  A slowing  of  circulation  was  noted, 
not  in  the  arrival  but  rather  in  the  departure 
stage. 

In  studies  of  the  blood-brain  barrier  using  so- 
dium fluorescin,  Ommaya  et  al.14  found  a con- 
sistent correlation  between  the  presence  of  a 
fluorescence  in  the  brain  stem  and  proximal  cer- 
vical cord  and  the  presence  of  concussion.  Thus, 
additional  evidence  for  the  effect  of  the  trau- 
matic force  on  the  brain  stem  is  provided. 

In  summary,  therefore,  we  now  have  clinical 
and  experimental  evidence  that  concussion  can 
no  longer  be  considered  a nebulous  and  transient 
disturbance  of  neuronal  physiology  but  must  be 
interpreted  in  the  light  of  these  known  patho- 
physiological alterations.  This  interpretation  en- 
ables us  to  explain  many  of  the  signs  and  symp- 
toms of  the  post-traumatic  state. 

Clinical  Findings 

In  its  mildest  form,  cerebral  concussion  is 
manifested  by  no  more  than  a momentary  am- 


nesia which  subsides  without  sequelae.  This  pat- 
tern is  probably  due  to  traumatic  depolarization 
or  hyperpolarization  of  the  nerve  cell  membrane. 
Related  to  this  is  the  syndrome  of  delayed  con- 
cussion which  is  characterized  by  drowsiness, 
pallor,  vomiting  and  diaphoresis  coming  on  sev- 
eral hours  after  the  injury.  This  syndrome  is  par- 
ticularly common  in  children  and  may  be  attri- 
butable to  chemical  alteration  in  the  nerve  cell, 
for  example,  excessive  accumulation  of  acetyl- 
choline as  described  by  Tower  and  McEachern24 
and  Ward.25 

Intermediate  grades  of  concussion  are  charac- 
terized by  a longer  duration  of  impaired  con- 
sciousness followed  by  signs  and  symptoms  of 
impaired  cerebral  function  persisting  for  days, 
weeks,  months,  and  even  years  after  the  injury. 
These  symptoms  include  impairment  of  memory, 
concentration  and  judgment,  irritability,  anxiety, 
apathy,  fatigue  and  dizziness.  In  this  group  of 
patients  one  must  assume  that  some  degree  of 
neuronal  damage  has  occurred.  This  may  be  in 
the  reticular  core,  the  vestibulospinal  system  or 
diffusely  present  throughout  the  white  matter, 
as  described  by  Strich. 

Severe  concussion  may  produce  widespread 
destruction  of  neurones  and  lead  to  prolonged 
loss  of  consciousness  or  even  death.  Death  re- 
sulting from  a severe  concussive  blow  has  been 
attributed  to  paralysis  of  the  central  vasomotor 
control.2 

In  contrast  to  concussion  which  is  character- 
ized by  microscopic  pathological  changes,  cere- 
bral contusion  and  laceration  are  visible  to  the 
naked  eye.  The  clinical  findings  are  proportional 
to  the  site  and  extent  of  the  hemorrhagic  soften- 
ing. If  the  injury  is  confined  to  a so-called  “silent’ 
area  of  the  cortex  and  is  not  associated  with  con- 
cussion, the  patient  can  be  alert  and  asympto- 
matic. The  diagnosis  will  be  established  by  find- 
ing blood  or  xanthochromia  in  the  cerebrospinal 
fluid  and  a focal  abnormality  in  the  electroence- 
phalogram. 

In  other  brain  areas,  contusion  and  laceration 
will  result  in  a neurological  deficit  having  its 
onset  immediately  following  the  blow.  Among 
the  more  common  findings  are  paralysis,  sensory 
loss,  aphasia,  visual  field  defects  and  cranial 
nerve  palsies.  It  is  important  to  distinguish  these 
immediate  neurological  deficits  from  those  which 
develop  more  slowly.  The  latter  are  usually  due 
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either  to  cerebral  edema  or  progressive  hemor- 
rhage. 

Injury  to  deeper  structures,  particularly  the 
brain  stem,  will  lead  to  prolonged  coma,  decere- 
brate posturing  and,  not  infrequently,  death. 

The  diagnosis  of  cerebral  contusion  is  not  dif- 
ficult to  establish  if  the  head-injured  patient  has 
a neurological  deficit,  focal  or  generalized  con- 
vulsions, blood  in  the  cerebrospinal  fluid  and 
combined  angiographic  and  ultrasonic  encephal- 
ographic  evidence  of  regional  cerebral  swelling. 
However,  the  diagnosis  of  cerebral  contusion  is 
often  attached  to  patients  who  are  admitted  with 
a state  of  consciousness  varying  from  lethargy  to 
coma  with  interspersed  periods  of  agitation. 
Pitts15  evaluated  a consecutive  group  of  174  pa- 
tients admitted  to  the  neurosurgical  service  of 
the  Los  Angeles  County  General  Hospital  with  a 
diagnosis  of  cerebral  contusion.  Within  24  hours 
approximately  half  of  these  patients  were  neuro- 
logically  normal  and  were  discharged.  Each  pa- 
tient in  this  group  had  his  clinical  picture  colored 
by  alcoholic  intoxication.  The  remaining  group 
of  89  patients  had  actually  sustained  a cerebral 
injury  and  required  close  observation  and  study. 

In  summary,  it  is  apparent  that  it  is  often  dif- 
ficult to  categorize  the  head-injured  patient.  At 
one  extreme  a patient  may  sustain  a severe  con- 
cussion without  gross  contusion  of  the  brain  and, 
at  the  other,  may  sustain  a severe  contusion 
without  concussion.  It  is  important  that  every 
head-injured  patient  is  evaluated  in  the  light  of 
the  underlying  pathological  alterations. 

Treatment 

It  is  sound  medical  practice  to  hospitalize  every 
patient  who  has  sustained  impairment  or  loss  of 
consciousness  as  a result  of  head  injury.  Admit- 
tedly, the  largest  number  of  patients  who  have 
had  no  more  than  a momentary  unconsciousness 
will  be  discharged  in  24  to  72  hours  without 
complaint  or  sequelae.  However,  the  attending 
physician  cannot  afford  to  ignore  the  patient 
who  becomes  mentally  clear  and  alert  within  a 
few  hours  of  injury  but  then  lapses  into  coma 
due  to  progressive  intracranial  bleeding.  This  last 
statement  is  particularly  applicable  to  children. 

The  three  essential  emergency  measures  are: 

1.  The  establishment  of  a satisfactory  airway. 

2.  Control  of  hemorrhage  and  shock.  3.  The  as- 
sessment of  the  extent  of  injury. 

Promotion  of  satisfactory  respiratory  exchange 
is  the  first  and  most  important  step.  Unconscious 


patients  with  depressed  gag,  swallowing  and 
cough  reflexes  are  commonly  found  to  be  drown- 
ing in  their  nasopharyngeal  secretions.  These  pa- 
tients should  be  managed  with  repeated  suction- 
ing and  a rubber  or  plastic  airway.  If  these  meas- 
ures fail  to  overcome  the  respiratory  embarrass- 
ment a tracheotomy  should  be  performed. 

Hemorrhage  from  scalp  wounds  may  be 
troublesome,  particularly  if  the  larger  arteries 
have  been  severed.  As  an  emergency  measure, 
scalp  bleeding  can  be  controlled  by  pressure 
dressings  or  by  applying  hemostats  or  wound 
clips  to  the  bleeding  vessels  and  incorporating 
the  hardware  in  the  first  dressing.  Scalp  wounds 
should  not  be  sutured  until  the  vital  signs  have 
stabilized. 

Shock  is  uncommon  in  uncomplicated  head  in- 
jury and,  when  present,  is  usually  the  result  of 
intrathoracic  or  intra-abdominal  injury,  fracture 
of  the  long  bones  or  severe  blood  loss.  Infants 
and  small  children  will  develop  shock  from  the 
blood  loss  incident  to  wounding  or  intracranial 
bleeding.  It  is  sound  policy  to  start  an  intra- 
venous infusion  in  all  seriously  injured  patients 
and  to  prepare  for  blood  transfusion  if  indicated. 

Assessment  of  the  state  of  consciousness  as 
well  as  the  general  physical  and  neurological 
status  enables  the  examiner  to  establish  a base- 
line. A progressive  improvement  in  the  level  of 
consciousness  and  the  disappearance  of  neuro- 
logical abnormalities  are  reassuring  and  usually 
indicate  a good  prognosis.  Conversely,  progres- 
sive loss  of  consciousness  accompanied  by  pupil- 
lary inequality,  hemiparesis,  bradycardia  with 
increasing  pulse  pressure  and  slowing  and  deep- 
ening of  the  respirations  indicate  that  either  pro- 
gressive intracranial  hemorrhage  or  cerebral 
swelling  is  developing. 

Radiological  examination  is  indicated  in  all 
head-injured  patients  but  not  necessarily  as  an 
emergency  measure  unless  the  films  can  be  ob- 
tained without  jeopardy.  Skull  films  will  often 
disclose  fracture  lines  traversing  arterial  grooves 
or  the  major  venous  sinuses  which  may  be  of 
localizing  value  if  an  extradural  or  subdural 
hematoma  is  developing.  An  intracranial  hema- 
toma or  cerebral  swelling  may  displace  the  pin- 
eal, habenular  and  choroid  plexus  calcifications. 

Lumbar  puncture  is  probably  justifiable  in  the 
evaluation  of  a head  injury  even  though  the 
information  obtained  is  not  always  reliable.  In 
performing  this  procedure  the  attending  physi- 
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cian  wishes  to  determine  if  there  is  an  increased 
cerebrospinal  fluid  pressure  and/or  blood  in  the 
cerebrospinal  fluid.  Pressure  measurements  may 
be  inaccurate  due  to  the  restlessness  and  strain- 
ing of  the  patient  or  to  a block  in  the  cerebro- 
spinal fluid  pathways.  Intracranial  bleeding  will 
not  be  detected  unless  the  blood  gains  access  to 
the  subarachnoid  space.  For  example,  a patient 
with  a large  subdural  hematoma  may  have  clear 
cerebrospinal  fluid  under  normal  pressure. 

Ultrasonic  encephalography  ( echoencephal- 
ography)  has  become  a valuable  diagnostic  pro- 
cedure in  the  assessment  of  the  head-injured 
patient.  This  test  enables  the  experienced  ob- 
server to  determine  the  intracerebral  midline  in 
approximately  95%  of  all  cases.  It  requires  only 
a few  minutes  to  perform,  is  innocuous  and  may 
be  repeated  as  necessary.  If  the  midline  echo 
shifts,  the  surgeon  may  then  decide  to  proceed 
with  further  diagnostic  tests  such  as  carotid 
angiography  or  ventriculography  or  institute  de- 
finitive surgical  measures. 

The  majority  of  patients  with  uncomplicated 
head  injury  will  not  require  any  surgical  meas- 
ures. Conservative  treatment  is  best  carried  out 
in  an  area  where  skilled  and  unremitting  nursing 
care  is  available.  Nurses  should  be  trained  to 
assess  the  state  of  consciousness,  the  vital  signs 
and  the  progression  or  regression  of  a neurolog- 
ical deficit.  Unless  contraindicated  by  shock  or 
coexisting  injury  the  patient  should  be  placed  in 
a head  elevated  position  to  reduce  intracranial 
venous  pressure.  The  head  should  be  kept  hyper- 
extended  on  the  neck  to  promote  a better  air- 
way. Frequent  change  of  position  will  guard 
against  pulmonary  stasis  and  decubitus  ulcer. 
Unconscious  patients  should  have  an  indwelling 
catheter.  Inasmuch  as  fever  contributes  to  cer- 
ebral hypoxia  it  should  be  reduced  by  uncovering 
the  patient,  alcohol  sponging  or  ice  packs,  acetyl- 
salicyclic  acid  by  rectum  or,  in  extreme  circum- 
stances, by  the  use  of  a hypothermic  blanket. 
Sympathetic  depressant  drugs  such  as  chlor- 
promazine  or  promazine  are  used  to  control  the 
shivering  incident  to  cooling. 

Formerly,  head  injury  patients  were  treated  by 
dehydrating  measures.  Currently,  most  experi- 
enced physicians  maintain  the  fluid  intake  of 
unconscious  patients  at  2000  cc.  to  3000  cc.  daily, 
depending  on  body  weight.  If  unconsciousness 
persists  more  than  24  to  48  hours,  the  serum 
electrolytes  should  be  determined  and  replaced 


if  indicated.  It  must  be  remembered  that  a vari- 
ety of  metabolic  disturbances  can  follow  head 
injury  and  these  should  be  sought  for  and  cor- 
rected if  the  patient  is  not  responding  satisfac- 
torily. 

Increased  intracranial  pressure  due  to  brain 
swelling  is  best  treated  by  the  use  of  parenteral 
dexamethasone.  Mannitol  and  urea  will  reduce 
intracranial  pressure  markedly  but  the  prolonged 
use  of  these  substances  is  fraught  with  hazards. 
The  relief  of  increased  pressure  by  lumbar  punc- 
ture is  transient.  Patients  with  cerebral  swelling 
resulting  from  generalized  cerebral  contusion 
may  require  surgical  decompression. 

Sedatives  and  analgesics  may  be  required  to 
control  pain  and  restlessness.  One  should  avoid 
those  drugs  that  mask  the  true  state  of  con- 
sciousness or  depress  respiration.  Frequently 
pain  and  restlessness  will  subside  when  the  nox- 
ious stimulus  is  removed,  for  example,  by  drain- 
ing a full  bladder  or  loosening  a dressing. 

Focal  and  generalized  convulsions  may  occur 
in  the  immediate  post-traumatic  period,  partic- 
ularly if  cerebral  contusion  has  occurred.  These 
seizures  are  controllable  by  the  parenteral  ad- 
ministration of  barbiturates  and  diphenylhydan- 
toin.  Ether  by  inhalation  may  be  necessary  to 
control  status  convulsivus.  Patients  who  have 
had  post-traumatic  seizures  should  be  placed  on 
an  anticonvulsant  regime. 

Following  discharge  from  the  hospital  the  pa- 
tient should  be  observed  periodically  to  deter- 
mine if  any  late  complications  are  developing. 
The  signs  and  symptoms  of  subdural  hematoma 
and  hygroma  may  not  manifest  themselves  for 
several  weeks  or  even  months  after  the  injury. 
Patients  who  have  had  a concussion  may  appear 
recovered  at  the  time  of  hospital  discharge  but 
then  note  impaired  intellectual  function  when 
they  return  to  their  home  and  work  environ- 
ments. These  individuals  should  be  given  addi- 
tional time  to  recover.  These  intellectual  changes 
following  head  injury  have  been  discussed  in 
depth  by  Symonds.22 

Summary  and  Conclusions 

Craniocerebral  injury  should  be  interpreted 
dynamically,  that  is,  in  terms  of  the  force  pat- 
terns that  are  brought  to  bear  on  the  brain  and 
how  these  act  to  produce  the  lesions  responsible 
for  the  patients’  signs  and  symptoms. 

Cerebral  concussion  is  no  longer  considered  a 
transient  and  totally  reversible  disturbance  of 
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neuronal  physiology.  It  is  often  associated  with 
nerve  cell  damage,  particularly  in  the  reticular 
activating  mechanism  and  the  vestibular  nuclei. 
These  findings  explain  some  of  the  manifesta- 
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by  prolonged  coma,  often  with  a fatal  outcome. 
It  is  questionable,  however,  whether  this  is  truly 
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matic encephalopathy  as  described  by  Strich. 
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in  the  management  of  the  head  injury  patient. 
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a head  injury  the  cerebrospinal  fluid  should  be 
collected  in  three  tubes.  If  there  is  as  much,  or 
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manometer  the  pressure  recording  is  inaccurate. 
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Refer  to  pages  197-199  for  further  questions 
and  answers  following  Dr.  Pudenz’s  paper  on 
Extradural  Hemorrhage. 
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FLUID  AND  ELECTROLYTE 

MANAGEMENT  IN  HEAD  INJURY 


T HERE  are  many  important  points  to  be 
covered  in  presenting  the  problems  of  fluid  and 
electrolyte  therapy  in  head  injury.  Each  one  is 
interrelated,  but  clearly  separable  from  the 
others.  Basically,  these  are  simple  problems  if 
certain  fundamentals  are  understood.10' 14 

Management  should  be  guided  by  daily  lab- 
oratory determination  of  the  serum  electrolytes 
and  BUN.  The  patient’s  fluid  intake  and  output 
for  the  preceding  24  hours  must  be  measured. 
Since  most  head  injury  patients  have  no  unusual 
site  for  loss  of  electrolytes  or  water,  calculation 
of  volume  and  composition  of  the  replacement 
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fluid  is  simple. 

Routine  fluid  management  on  our  service  con- 
sists of  the  administration  of  a balanced  salt 
solution,  usually  lactated  Ringer’s  solution,  plus 
5%  dextrose  in  water  intravenously  during  the 
period  of  unconsciousness.  The  volume  required 
to  maintain  most  patients  in  good  water  balance 
is  approximately  three  liters  a day.  This  may  be 
greater  in  dry  climate  or  if  high  fever  is  present. 
Maintaining  the  patient’s  urinary  output  in  the 
range  of  1200-1800  cc/24  hours  is  one  indication 
of  adequate  volume  replacement.  A normal  BUN 
and  hematocrit  are  further  indications.  Approx- 
imately 40  milliequivalents  of  potassium  are  giv- 
en per  day  as  a necessary  supplement.  To  date  it 
has  not  been  necessary  to  replace  calcium,  mag- 
nesium, or  other  mineral  substances. 
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Daily  determination  of  serum  sodium,  potas- 
sium, and  chloride  are  used  to  guide  the  com- 
positional replacement.  We  believe  that  main- 
taining these  serum  values  at  normal  levels  is 
important.  While  the  above  mentioned  two  liters 
of  5%  dextrose  in  water  plus  one  liter  of  a bal- 
anced salt  solution,  will  maintain  most  patients 
in  good  balance,  we  do  not  hesitate  to  give 
more,  or  less,  of  both  or  either,  depending  on 
the  patient’s  need. 

Patients  should  not  be  dehydrated  attempting 
to  control  cerebral  edema.  The  individual  should 
be  maintained  in  as  nearly  normal  a state  as 
possible.  The  urinary  output  should  be  kept 
between  1200-1800  cc/ day.  The  serum  determina- 
tion of  the  concentration  of  sodium,  potassium, 
chloride,  CO2  combining  power,  BUN,  and  hema- 
tocrit should  be  maintained  as  near  normal  as 
possible.  Jelsma  and  McQueen9  have  shown  that 
there  is  little  reduction  in  brain  water  when 
animals  were  placed  on  a water  free  diet.  The 
amount  of  reduction  shown  by  them  was  1%.  It 
does  not  seem  wise  to  restrict  fluid  in  an  injured 
patient  to  accomplish  this  minute  reduction. 

When  dealing  with  a confusing  clinical  pic- 
ture, or  with  a complex  management  problem, 
the  patient  should  be  on  intake  and  output  re- 
cordings more  frequently  than  every  24  hours. 
Similarly,  determination  of  serum  and/ or  urinary 
electrolytes  should  be  made  more  frequently. 
Occasionally,  a patient  will  require  hourly  intake 
and  output  recording,  plus  serum  and  urinary 
electrolyte  determinations  several  times  a day. 
The  important  point  is  that,  when  necessary, 
this  type  of  intensive  monitoring  is  life  saving. 

As  we  are  not  impressed  that  either  hyper- 
tonic solutions  or  steroids  play  a role  in  the 
management  of  head  trauma,  our  problem  in 
fluid  and  electrolyte  management  is  simplified 
by  avoiding  their  use.  Both  have  a useful  role 
in  management  of  certain  neurosurgical  prob- 
lems, like  tumors,  but  no  beneficial  results  have 
been  shown  in  head  trauma  cases. 

Hypertonic  solutions  are  associated  with  re- 
bound phenomenon  in  a high  percentage  of 
cases.7  8 If  there  exists  a compositional  defect,  or 
a volume  deficit,  the  diuresis  produced  by  these 
agents  will  result  in  severe  imbalance  in  water 
or  electrolyte.10  The  fluid  or  electrolyte  shifts 
induced  by  the  solute  load  imposed  by  their 
administration  may  be  puzzling,  serious,  or  even 
fatal. 


Similarly,  the  use  of  steroids  in  head  trauma 
is  to  be  avoided.  To  date,  there  is  no  clinical 
evidence  that  they  are  of  any  value.  On  our 
service,  the  routine  use  of  steroids  has  resulted 
in  a four-fold  increase  in  gastric  bleeding.  This 
observation  alone,  is  serious  enough  to  question 
their  use. 

We  avoid  feeding  the  patient  by  way  of  his 
alimentary  tract  for  ten  to  eighteen  days,  if  nec- 
essary. Patients  are  never  allowed  food  by  mouth 
until  they  awake.  If  parenteral  feedings  are  still 
required,  a feeding  jejunostomy  is  done.  This  is 
different  from  the  usual  routine  of  other  neuro- 
surgeons, but,  in  our  experience,  the  incidence 
of  aspiration,  lung  abscess,  and  hyperosmolar 
syndromes  is  higher  than  we  will  accept  when 
tube  feeding  is  used. 

Our  sole  exception  to  this  rule  is  with  threat- 
ened or  actual  gastro-intestinal  stress  bleeding. 
Then,  aluminum  silicate  is  put  into  the  stomach 
through  the  naso-gastric  tube.  Watts,  working 
on  our  service,  has  found  that,  when  both  the 
volume  and  total  acid  content  of  the  gastric 
aspirate  are  followed,  an  indication  of  the  like- 
lihood of  stress  bleeding  is  obtained.  When  both 
volume  and  the  total  acid  content  rises  persist- 
ently for  three  consecutive  days,  gastric  bleed- 
ing is  likely  to  occur.  This  combination  of  events 
leads  us  to  begin  antiacids. 

With  careful  observation  of  the  patient  after 
trauma,  certain  concentrational  and  composi- 
tional abnormalities  of  the  metabolic  status  may 
be  noted.  The  principle  ones  involve  either 
sodium  ion  concentration  or  acid-base  shifts. 

Hyponatremia  may  result  from  a variety  of 
causes.  It  is  rarely  symptomatic  above  levels  of 
125  mEq/liter.  The  usual  cause  is  iatrogenic 
failure  to  replace  sodium.  If  only  water  is  given 
as  replacement  therapy,  a dilutional  hypona- 
tremia will  result. 

Correction  of  the  symptomatic  hyponatremias 
should  be  done  with  1/6  M sodium  lactate  or  3% 
lactate  or  chloride  is  chosen  depending  on  the 
accompanying  acid-base  derangement,  i.e.  lac- 
tate for  acidosis,  chloride  for  alkalosis.  The  total 
sodium  deficit  is  the  sum  of  the  sodium  deficit 
expressed  in  mEq/liter  times  the  total  body 
water.  Only  half  the  calculated  deficit  is  given 
initially.  The  patient’s  response  to  this  load 
evaluated,  and  further  sodium  given  or  withheld 
depending  on  the  response. 
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Hypernatremia  states  are  rare,  but  extremely 
serious.  The  usual  causes  are  excessive  suprarenal 
water  loss,  increased  renal  water  loss,  or  solute 
loading.  Excessive  suprarenal  water  loss  occurs 
with  fever,  or  in  tracheostemized  patients  in  a 
dry  atmosphere.  The  kidney  may  excrete  excess 
water,  as  in  diabetes  insipidus,  or  high  output 
renal  failure.  The  most  frequent  cause  of  hyper- 
natremia is  solute  loading.  High  protein  diets 
given  through  a naso-gastric  tube,  excessive 
glucose  loads  given  intravenously,  and  all  os- 
motic diuretics,  result  in  the  obligatory  excretion 
of  large  volumes  of  water.  Correction  of  hyper- 
natremia is  carried  out  by  the  use  of  intravenous 
dextrose  in  distilled  water,  simply  reversing  the 
formula  given  above  for  hyponatremia. 

The  most  common  compositional  derange- 
ment after  trauma  is  disturbances  in  acid-base 
balance.  These  problems  usually  arise  with  chest 
injuries,  hypoxic  renal  damage,  or  when  pro- 
longed parenteral  fluid  management  is  required. 
Normally,  the  kidney  maintains  acid-base  bal- 
ance by  excretion  of  nitrogen,  and  exchanging 
acid  metabolities  for  bicarbonate,  and  excreting 
chlorides.  With  normal  kidneys,  acidosis  or  alka- 
losis develop  only  when  the  capacity  to  handle 
a chloride  or  bicarbonate  load  is  exceeded.  For 
further  discussion  of  this  complex  problem,  Bax- 
ter affords  a good  background.2 

Head  injury  occasionally  produces  challenging 
problems  in  fluid  and  electrolyte  management. 
These  circumstances  are  rare,  but  important,  for, 
if  not  recognized,  or  if  inappropriately  treated, 
they  may  prove  fatal.  Careful  observation  will 
lead  to  recognition  of  these  conditions.  The 
therapy,  once  a diagnosis  is  made,  is  easy. 

Diabetes  insipidus  may  complicate  either 
closed,  or  compound  wounds.  In  our  series,  it 
has  occurred  eight  times  in  closed  head  trauma 
cases.  The  pathologic  lesion  responsible  is  dam- 
age to  the  hypothalamus  and  posterior  pituitary, 
with  a functional  loss  of  antidiuretic  hormone 
resulting. 

A patient  with  a rising  urinary  output,  should 
be  considered  as  having  this  clinical  syndrome. 
The  differential  diagnosis  includes  simple  fluid 
overload  and  high  output  renal  failure.  Since 
the  patient’s  total  fluid  intake  should  be  known, 
overload  is  relatively  easily  diagnosed.  There 
will  be  clinical  and  laboratory  signs  of  an  ex- 
panded total  body  fluid.  The  veins  will  be 
distended,  mucous  membranes  quite  moist,  and 


tearing  may  be  present.  The  BUN  and  hema- 
tocrit will  be  low.  The  serum  sodium  may  be 
low  or  normal  and  the  serum  osmolality  low 
or  normal. 

High  output  renal  failure  is  associated  with 
an  episode  of  shock.  It  tends  to  come  on  later 
in  the  clinical  course  than  diabetes  insipidus  and 
is  not  associated  with  such  tremendous  outputs, 
and  has  a steadily  rising  BUN. 

The  recognition  of  diabetes  insipidus  is  made 
by  a rapidly  rising  urinary  output  paralleling  a 
falling  urinary  osmolar  concentration.  The  uri- 
nary output  may  reach  fantastic  levels  of  several 
liters  per  hour.  The  urinary  specific  gravity  is 
low,  and  the  osmolar  concentration  low.  The 
serum  osmolality  may  rise  rapidly  as  the  exces- 
sive water  excretion  goes  on. 

During  the  intense  water  diuresis,  serum  sodi- 
um concentration  may  go  up  as  the  total  body 
water  goes  down.  Death  may  result  from  hyper- 
natremia. However,  some  urinary  sodium  loss  is 
occurring,  it  is  simply  masked  by  the  terrific 
water  loss.  Therefore,  if  fluid  replacement  is  by 
water  only,  further  dilution  of  total  body  sodium 
occurs.  With  cessation  of  the  diabetes  insipidus, 
a profound  hyponatremia  will  rapidly  ensue.13' 14 

While  it  may  be  possible  to  manage  a con- 
scious patient  with  diabetes  insipidus  on  oral 
fluids,  it  is  impossible  with  an  unconscious  one. 
It  is  difficult  to  keep  up  by  the  intravenous 
route,  but  it  must  be  done. 

As  soon  as  a marked  increase  in  urinary  vol- 
ume is  noted,  the  patient’s  urinary  output  should 
be  measured  hourly.  Evaluation  of  the  specific 
gravity  and  osmolality  of  the  urine  should  be 
done.  Serum  electrolytes  should  be  obtained  at 
least  twice  a day.  Fluid  replacement  must  match 
the  urinary  output.  Five  per  cent  dextrose  in 
distilled  water  is  alternated  with  lactated  Ring- 
er’s solution  in  replacing  the  lost  volume.  When 
the  urinary  output  approaches  100  cc./hour  0.5 
cc.  of  Pitressin  is  given  intramuscularly,  and  re- 
peated whenever  the  urinary  output  approaches 
the  100  cc./hr  figure.  Pitressin  in  oil  is  used  only 
if  the  patient  has  long  standing  diabetes  insipidus 
and  is  neurologically  stable. 

Another  fascinating  clinical  entity  is  the  “cere- 
bral salt  wasting”  syndrome.  The  patients  suffer- 
ing from  this  condition  are  usually  middle-aged, 
often  with  a history  of  steady  alcohol  intake,  and 
who  are  about  3 to  5 days  after  injury.  The  usual 
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onset  begins  when  their  level  of  consciousness 
begins  to  slip.  They  may  wax  and  wane  just  like 
a patient  harboring  a subdural  hematoma.  On 
examination  they  show  the  usual  signs  of  fluid 
overload.  They  usually  have  a fairly  high  urinary 
output,  their  veins  are  full  and  the  mucous  mem- 
branes moist.  The  laboratory  values  for  BUN 
are  low,  the  serum  sodium  is  low,  and  the  uri- 
nary sodium  is  high.  Carter,  Rector  and  Seldin,4 
studying  a group  of  these  patients  from  our 
service,  showed  convincing  evidence  that  this 
was  not  salt  wastage,  but  inappropriate  secretion 
of  antidiuretic  hormone.  The  resultant  water 
retention  accounted  for  the  low  serum  sodium 
levels. 

Therapy  is  simple.  Water  should  be  restricted 
and  the  sodium  balance  restored.  It  is  our  prac- 
tice to  use  3%  NACL  in  volumes  of  200-350  cc 
to  elevate  the  serum  sodium  levels  toward  nor- 
mal. While  we  recognize  that  simple  restriction 
of  water  intake  will  reverse  the  process,  our 
feeling  has  been  that  more  rapid  improvement 
occurs  with  additional  hypertonic  salt  solution. 

That  true  salt  wasting  states  occur,  seems 
likely  to  us.  We  have  seen  several  patients  who, 
we  feel,  can  be  separated  from  this  inappropriate 
ADH  group.  They  are  younger  in  age,  are  not 
chronic  alcohol  users,  show  no  clinical  signs  of 
volume  overload,  and  respond  very  slowly  to 
water  restriction.  However,  they  rapidly  improve 
when  given  salt.  As  we  have  no  good  balance 
studies  on  this  group,  they  will  remain  only  a 
clinical  observation,  and  the  basis  for  future 
work. 

Only  one  problem  area  remains  to  be  covered 
in  the  broad  field  of  fluid  and  electrolyte  balance. 
That  is  the  important  question  of  blood  volume, 
its  loss  and  its  replacement.  Stated  in  the  more 
conventional  way,  what  is  the  management  of 
hemorrhagic  shock?  Since  shock  is  usually  diag- 
nosed by  a series  of  changes  in  the  patient’s 
pulse,  blood  pressure,  and  respiration,  it  seems 
logical  to  look  at  the  various  mechanisms  capable 
of  producing  these  or  similar  changes.  Shock  is 
quite  a broad  term,  and  therapy  for  one  type 
may  not  be  appropriate  for  another. 

In  our  series  of  nearly  3,000  cases  of  head 
trauma  treated  on  the  Neurosurgical  Service, 
Parkland  Memorial  Hospital,  between  1956  and 
1967,  approximately  30%  had  changes  in  their 
vital  signs  on  admission  to  the  emergency  room. 

In  reviewing  these  cases,  a classification 


scheme  of  the  mechanisms  responsible  for  these 
alterations  evolved.  While  it  is  not  totally  original 
nor  complete,  it  has  proved  useful.6  This  classifi- 
cation includes  ( 1 ) loss  of  vasomotor  tone  wheth- 
er due  to  neurogenic  causes,  or  to  hypoxia,  (2) 
hypovolemic  states  whether  due  to  hemorrhage 
or  relocation  of  body  fluids,  and  ( 3 ) cardiogenic 
mechanisms.  To  complete  the  list,  we  include 
endotoxic  shock  due  to  liberation  of  bacterial 
products  in  the  blood  stream;  psychologic  causes; 
and  the  ingestion  of  certain  pharmocologic  agents 
capable  of  producing  vital  sign  changes.  We  have 
also  recognized  a group  of  patients,  so  severely 
injured  as  to  be  moribund  on  admission.  This 
group  we  have  termed  agonal,  and  make  no 
attempt  to  separate  the  many  physiological  mech- 
anisms responsible  for  their  problems.  Finally, 
a certain  number  of  patients,  about  8%  in  our 
series,  are  admitted  with  the  classical  hyperten- 
sion, bradycardia,  slow  respiration  and  focal 
neurologic  findings,  indicating  an  intracranial 
mass  lesion.  This  latter  group  will  not  be  consid- 
ered further  in  this  discussion. 

A significant  number  of  patients  arrive  in  our 
emergency  room  with  hypoxia.  This  may  be  due 
to  primary  thoracic  injury  such  as  a flail  chest, 
pneumothorax  or  hemothorax.  Often  it  is  due  to 
upper  airway  obstruction  associated  with  facial 
fractures.  Restoration  of  an  adequate  airway 
usually  produces  significant  improvement  in  the 
patient. 

A few  patients  have  been  seen  with  head  and 
spinal  cord  injuries  and  have,  therefore,  present- 
ed with  true  loss  of  vasomotor  tone.  Four  patients 
have  had  thoracic  cord  injuries,  and  four  had  cer- 
vical cord  damage. 

Cardiogenic  shock  also  has  been  seen  in  our 
patients.  It  was  due  to  cardiac  tamponade  with 
hemopericordium  secondary  to  ventricular  rup- 
ture, or  with  direct  mycardial  contusion  of  sig- 
nificant degree.  But,  only  two  patients  had  this 
mechanism  responsible  for  their  shock. 

Psychogenically  determined  causes  are  even 
rarer  in  our  experience.  These  individuals  are  in 
pain,  frightened,  or  overly  anxious  about  what 
has  happened.  These  individuals  have  minor  frac- 
tures, abrasions,  or  lacerations.  The  presence  of 
significant  head  injury  tends  to  eliminate  this 
group  for  obvious  reasons.  Mention  is  made  of 
this  group  for  clarity.  The  head  injured  patient 
is  not  aware  enough  of  his  surroundings  to  be 
capable  of  this  type  of  response. 
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Pharmacologic  causes  of  altered  vital  signs  are 
frequent,  with  alcohol  being  the  usual  agent  in- 
volved. Ethyl  alcohol  in  high  doses  is  perfectly 
capable  of  producing  vasomotor  collapse.  With 
all  the  drug  experimentation  going  on  in  the 
young  adult  population,  other  drugs  may  well  be 
implicated  in  the  future. 

Hypovolemic  or  hemorrhagic  shock  is  vanish- 
ingly rare  in  uncomplicated  head  injury.  Its  pre- 
sence should  alert  the  physician  to  seek  out  the 
cause,  in  a most  diligent  fashion.  The  importance 
of  this  principle  was  first  stated  by  Campbell 
and  Whitfield  in  1953.3 

In  our  experience,  the  source  of  such  bleeding 
is  usually  intraabdominal.  The  most  frequently 
injured  organ  is  the  liver  or  spleen,  with  the  kid- 
ney being  third.  Fractures,  usually  multiple,  and 
usually  of  the  major  bones  of  the  lower  extremi- 
ties, will  produce  hemorrhagic  shock.  However, 
it  must  be  borne  in  mind  that  a patient  with  a 
fractured  femur  or  pelvis  may  also  have  active 
intraperitoneal  bleeding. 

A frequent  question  is  whether  scalp  lacera- 
tions can  produce  hemorrhagic  shock.  While  in- 
volvement of  the  major  scalp  arteries  may  cause 
significant  hemorrhage,  it  is  quite  rare.  We  have 
had  less  than  a dozen  patients  who  suffered  sig- 
nificant blood  loss  from  the  scalp  as  their  sole 
injury.  Invariably,  such  patients  had  multiple 
deep  lacerations  involving  much  of  their  scalp. 

Once  a diagnosis  of  shock  has  been  made,  two 
problems  are  presented.  First,  resuscitation  of  the 
patient  must  begin,  and  second,  a search  for  the 
source  of  the  hemorrhage  made.  Naturally,  these 
must  go  on  in  parallel,  but  for  clarity  of  presenta- 
tion they  will  be  separated. 

A major  effort  of  the  Department  of  Surgery 
at  the  University  of  Texas  Southwestern  Medical 
School  at  Dallas  has  been  in  the  resuscitative 
methods  in  hemorrhagic  shock.  From  this  experi- 
ence, both  a theory  and  a practice  have  evolved. 
These  are  reviewed  in  brief  here,  but  for  a more 
detailed  account,  the  monograph  The  Care  of 
The  Trauma  Patient12  should  be  consulted. 

Crenshaw,  Canizaro,  Shires,  and  Allsman5  have 
shown,  in  man  with  hemorrhagic  shock,  there  is 
reduction  of  red  cell  mass,  plasma  volume,  and 
extracellular  fluid  volume.  This  latter  loss  is  des- 
perately large  in  comparison  to  the  other  two. 
Much  time  and  effort  has  gone  into  trying  to 
find  where  this  loss  is  occurring.  By  the  use  of 


elegant  techniques  combining  intracellular  re- 
cordings and  isotope  measurements,  it  has  been 
shown  that  there  is  a marked  shift  of  fluid  from 
the  extracellular  space  to  the  intracellular  one. 

The  ECF  now  shifted  to  the  intracellular 
space,  is  apparently  sequestered  and  no  longer 
available  to  the  individual.  This  markedly  re- 
duces extracellular  fluid  of  the  patient.  This  re- 
duction is  only  a functional  one.  Depending  on 
the  amount  of  blood  loss,  the  rapidity  of  its  oo 
currance,  the  duration  of  shock,  and  the  institu- 
tion of  resuscitative  measures,  the  amount  and 
degree  of  ECF  sequestration  is  modified.  The 
concept  of  such  sequestration  and  the  transloca- 
tion into  the  ICF  remains  valid.  We  feel  that  re- 
plenishment of  this  ECF  loss  is  essential  in  the 
management  of  shock.  Replenishment  should  be 
with  a fluid  as  nearly  like  ECF  as  possible.  Lac- 
tated  Ringer’s  solution  is  as  close  to  this  as  is 
presently  available. 

This  is  not  to  imply  that  we  do  not  use  blood 
transfusions  in  the  treatment  of  hemorrhagic 
shock.  When  indicated,  blood  is  given;  however, 
always  with  a balanced  salt  solution  as  will  be 
made  apparent. 

Of  the  agents  available  for  the  treatment  of 
shock,  whole  blood  and  a balanced  salt  solution 
is  the  best  and  most  effective.  Plasma  is  no  more 
effective  than  salt  solution  in  restoring  ECF,  and 
has  the  hazard  of  hepatitis,  plus  the  problems 
and  cost  of  obtaining  it.  The  plasma  expanders 
such  as  Dextran  or  gelatin,  cause  interference 
with  clotting  mechanisms,  and  possibly,  hepatic 
granulomas.  Drugs  are  chiefly  of  value  in  en- 
dotoxic  shock,  and  offer  little  in  hemorrhagic- 
shock.  Arterial  transfusion,  when  compared  with 
equal  volume  replacement,  affords  no  advantage 
over  intravenous,  and  is  considerably  more 
troublesome  to  use.  The  patient  should  have  his 
legs  elevated,  but  should  not  be  placed  in  Tre- 
delenberg  position.  This  produces  respiratory 
embarrassment  as  the  abdominal  contents  fall 
against  the  diaphragm.  The  autotransfusions 
from  the  lower  one-half  of  the  body,  is  just  as 
efficiently  carried  out  by  elevating  the  legs  only. 

Management  of  the  injured  patient  at  our  in- 
stitution follows  a rather  rigid  protocol.  Cer- 
tainly, this  protocol  includes  steps  which,  after 
the  fact,  may  well  be  unnecessary.  But  nothing 
must  be  left  out  as  its  omission  may  be  detri- 
mental to  the  patient. 

It  must  be  stressed  that  resuscitative  measures 
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directed  toward  treatment  of  shock  should  be 
promptly  and  efficiently  carried  out.  The  pre- 
sence of  a head  injury  presents  no  contraindica- 
tion to  appropriate  resuscitative  therapy  for 
shock. 

On  arrival  in  the  emergency  room,  the  patient 
has  either  an  oral,  or  endotracheal  airway  placed. 
Then,  two  18  gauge  needles  are  inserted;  one  in 
an  arm  vein  and  one  in  a leg  vein.  Blood  is  drawn 
and  sent  to  the  Blood  Bank  for  type  and  cross- 
match and  for  hemoglobin  and  hematocrit  de- 
termination. Each  intravenous  needle  is  then 
connected  to  1000  cc  of  lactated  Ringer’s  solu- 
tion. A nasogastric  tube  and  a Foley  catheter  are 
inserted  in  the  appropriate  places.  If  there  is  any 
clinical  evidence  of  shock,  two  liters  of  lactated 
Ringer’s  solution  is  run  in  as  rapidly  as  possible. 

Our  experience  has  shown  when  the  blood 
loss  is  less  than  10%  of  the  blood  volume,  a good 
response  is  obtained  with  this  fluid  therapy 
alone.  If  hemorrhage  is  still  occurring,  or  was  in 
excess  of  10%,  this  treatment  will  be  adequate 
to  gain  time  to  obtain  properly  typed  and  cross- 
matched  blood.  However,  if  exsanguinating 
hemorrhage  is  occurring,  it  is  ineffective  and  we 
do  not  persist  in  its  use.  Then,  unmatched  type 
O Rh  negative  blood  is  given,  with  additional 
lactated  Ringer’s  solution.  We  have  found  that 
if  a transfusion  reaction  occurs  when  such  com- 
bined therapy  is  used,  the  incidence  and  the 
mortality  of  acute  lower  nephron  necrosis  is 
markedly  reduced. 

As  resuscitation  is  going  on,  vigorous  diagnos- 
tic measures  should  be  made  to  find  the  cause  of 
the  shock.  Physical  examination  may  not  be  ade- 
quate in  demonstrating  the  cause,  or,  more  often, 
merely  point  suggestively  to  a possible  etiology. 
Routine  use  of  abdominal  paracentesis,  intra- 
venous pyelogram,  measurement  of  venous  pres- 
sure, chest  X-rays,  and  electrocardiograms  are 
frequently  needed.  If  such  vigorous  search  is 
carried  out,  the  cause  will  be  found  and  can  be 
appropriately  treated.  If  not,  abundant  experi- 
ence, documented  in  the  literature,  indicates  that 
death  of  the  patient  will  surely  follow. 3' 6' 11 

Obviously,  the  appropriate  definitive  treatment 
of  the  shock  will  depend  on  the  demonstration  of 
the  cause.  But,  the  presence  of  the  head  injury 
is  no  contraindication  to  such  appropriate  ther- 
apy. For  example,  if  intraabdominal  bleeding  is 
found  on  paracentesis,  laporatory  should  be  done 
immediately.  Experience  with  patients  undergo- 


ing operation  for  various  reasons  other  than  their 
head  injury,  makes  it  clear  that  the  patient’s  neu- 
rological status  will  not  suffer  from  such  surgery.1 
Our  total  experience  with  such  cases  is  nearly 
100  individuals,  so  we  feel  that  it  is  quite  valid. 
Naturally,  anesthesia  must  be  done  with  proper 
oxygenation  of  the  patient,  and  with  appropriate 
fluid  and  blood  replacement. 

If  the  patient  is  deeply  comatose,  and  there  is 
a significant  reason  to  operate  for  other  indica- 
tions, a cerebral  angiogram  is  done  to  be  sure 
the  patient  does  not  have  an  unsuspected  hemo- 
toma.  The  paucity  of  findings  available  in  such 
a situation  make  clinical  neurological  evaluation 
difficult. 

In  summary,  four  points  must  be  stressed.  First, 
fluid  and  electrolyte  management  in  head  injured 
patients  is  not  difficult.  One  must  watch  urinary 
output,  patient’s  intake,  and  the  metabolic  bal- 
ance of  the  patient  as  demonstrated  by  daily 
serum  determinations  of  Na,  K,  Cl,  and  BUN. 
Use  of  serum  CO2  combining  power  blood  pH 
and  serum  or  urinary  osmolarities,  will  assist  in 
understanding  more  complex  problems. 

Second,  the  presence  of  hemorrhagic  shock  is 
an  indication  for  intensive  search  for  its  cause. 
The  presence  of  the  head  injury  is  no  contrain- 
dication to  appropriate  resuscitative  measures  to 
manage  the  shock. 

Third,  head  injury  is  not  a contraindication  to 
appropriate  treatment  of  associated  injuries. 

Fourth,  if  the  second  and  third  points  are  not 
observed,  the  patient  may  die. 
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Questions  and  answers  relating  to 
Dr.  Clark's  paper. 

Question:  Do  you  give  3,000  cc.  of  fluid  per 
day  during  the  first  three  to  five  days? 

Dr.  Clark:  Yes,  we  do.  We  see  no  reason  why 
they  should  be  dry  at  the  beginning  and  wet  at 
the  end.  We  begin  giving  potassium  about  the 
second  to  the  fourth  day,  depending  on  what 
the  patient  s gastric  output  was.  This,  of  course, 
is  a source  of  potassium  loss. 

Question:  In  regards  to  the  use  of  intravenous 
fluids,  do  you  use  one-half  normal  saline  or  quar- 
ter normal  saline? 

Dr.  Clark:  There  is  work  largely  from  Doctor 
Robert  Fishman’s  Laboratory  a few  years  ago 
that  indicates  that  this  might  be  a safer  way  of 
administering  salt.  The  question  here  is  of  rate 
of  administration.  For  example  if  you  give  5% 
dextrose  in  water  to  the  mythical  70  kilo  man  at 
a rate  of  about  200  cc.  per  hour,  you  will  raise 
intracranial  pressure.  If  you  give  it  at  a rate 
slower  than  this  you  will  not.  If  you  give  him 
normal  saline  or  Ringer’s-Lactate  Solution  at  a 
rate  of  200  cc.  per  hour,  you  will  not  change  his 
intracranial  pressure.  So,  we  see  little  or  no  rea- 
son to  use  a dilute  form  of  Ringer’s  or  normal 
saline. 

Question:  In  the  correction  of  hyponatremia 
do  you  use  only  5%  glucose  in  water  or  do  you 
add  a little  .5%  saline?  Does  this  apply  in  chil- 
dren also? 

Dr.  Clark:  In  adults,  we  use  just  water.  In 
children,  because  of  dealing  with  a much  smaller 
and  therefore  more  critical  blood  volume,  we  do 
tend  to  use  a little  salt  along  to  be  sure  we  don’t 
get  into  any  difficulties  but  we’re  very  very 
careful  to  follow  the  serum  sodium  to  know 
what’s  going  on. 

Question:  How  long  does  it  take  the  hemato- 
crit to  indicate  the  amount  of  blood  loss? 

Dr.  Clark:  I can  assure  you  that  you  can  see 
the  hematocrit  go  down  as  you  draw  samples. 
This  can  be  almost  instantaneous. 

Question:  Please  comment  on  your  skepticism 
regarding  the  usefulness  of  steroids  in  problems 
of  cerebral  edema.  This  seems  to  be  a controver- 
sial point. 

Dr.  Clark:  I can  only  say  that  to  my  knowledge 
there  is  no  clinical  series  in  the  literature  on 
head  trauma  indicating  any  beneficial  effect. 
There  is  experimental  evidence  that  steroids  may 


be  beneficial.  Our  own  experience,  at  Parkland 
Hospital,  which  I tell  you  quite  frankly  was  not 
a double-blind  study,  was  in  no  way  intended  to 
be  an  attempt  to  match  patients,  or  anything  of 
this  sort  showed  no  benefit.  By  and  large,  as 
the  resident  became  exposed  to  a steroid  expert 
he  tended  to  put  patients  on  steroids  after  head 
trauma.  We  soon  began  to  realize  this  really 
didn’t  do  any  good.  Doctor  Evans  made  a state- 
ment about  the  changes  which  occur  in  the  cell 
membrane  with  head  trauma.  It  may  well  be 
that  steroids  will  influence  these  changes,  but  at 
the  moment  I don’t  think  we  quite  have  either 
the  correct  steroid  or  the  evidence  that  it  is  do- 
ing so. 

Question:  While  Doctor  Jelsma  showed  it  took 
three  days  to  dehydrate  the  brain,  the  injured 
brain  can  take  on  water  at  a rapid  rate.  Do  you 
not  consider  this  a danger  in  your  fluid  regimen 
using  large  amounts  of  fluid  which  expand 
volume? 

Dr.  Clark:  Well,  I can  only  answer  by  saying 
true.  The  injured  brain  takes  up  water,  but  I’d 
like  to  point  out  that  we’re  giving  about  three 
liters  of  water  in  a twenty-four  hour  period.  This 
is  going  into  a pool  of  25  to  30  liters  of  water 
which  is  present  in  the  body  at  any  given  time. 
So  there’s  plenty  of  water  around  for  this  in- 
jured brain  to  sop  it  up.  I don’t  think  what  we’re 
giving  is  going  to  contribute  significantly. 

Question:  Please  discuss  hypothermia  and  its 
use  during  operative  procedures,  its  use  in  opera- 
tive procedures,  including  those  for  head 
injuries. 

Dr.  Clark:  Our  experience  with  hypothermia 
in  adult  head  trauma  has  been  disappointing.  We 
have  saved  a number  of  patients  who,  quite 
frankly,  I feel  should  not  have  been  saved.  We 
have  increased  survival,  we  have  not  increased 
useful  survival.  This  is  not  quite  the  case  in  chil- 
dren. We  have,  I think,  definitely,  on  occasion, 
saved  a child  and  had  them  be  a quite  happy 
normal  individual  by  the  use  of  hypothermia. 
Now,  in  operative  procedures,  I’m  not  quite 
sure  I know  to  what  you  are  referring.  If  you 
mean  the  acute  subdural  hemorrhage  that  Doc- 
tor Bucy  spoke  about,  I can  only  reiterate  my 
statement  that  we  did  not  save  anybody  through 
the  use  of  this.  If  you’re  speaking  of  this  as  an 
experimental  method  to  prevent  such  things  as 
acute  renal  shutdown  in  hemorrhagic  shock,  I 
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can  tell  you  that  we  have  considerable  evidence 
that  you  can  protect  the  kidney  quite  effectively 
by  simply  sluicing  out  the  abdomen  with  several 
liters  of  iced  saline.  We  feel  that  in  cases  of  de- 
cidedly overwhelming  hemorrhage  in  the  peri- 
toneal cavity,  that  you  should  do  this  to  prevent 
acute  renal  failure. 

Question:  Great  importance  is  placed  in  neu- 
rologic evaluation  on  the  Babinski  response,  per- 
haps to  the  point  of  over-simplification.  Would 
you  comment  on  its  place  in  head  injury  evalua- 
tion? 

Dr.  Clark:  Well,  the  first  point  I’d  like  to  make 
is  that  of  all  the  reflexes  I think  that  we  deal 
with  in  neurology  the  presence  of  a Babinski  is 
the  one  that  really  requires  some  definitive  ex- 
planation. If  it’s  not  present  on  initial  evaluation 
and  becomes  present,  I think  you’ve  got  indica- 
tion that  something  has  gone  awry  somewhere. 
The  fact  that  it  is  present  perhaps  from  the  mo- 
ment of  injury  on  is  just  another  one  of  the  re- 
flexes one  must  follow  to  find  out  if  it  disap- 
pears, indicating  improvement,  or  if  it  suddenly 
appears,  it  indicates  worsening. 

Question:  Please  discuss  your  ideas  about 
tracheostomy  and  its  care. 

Dr.  Clark:  I think  it  is  important  that  you  have 
a Y connector  in  the  suction.  This  allows  you  to 
put  the  catheter  in  the  trachael  tube  or  in  the 
tracheostomy  with  the  Y tube  open,  without 
having  the  suction  on.  Close  the  Y tube  with 
your  thumb  so  that  you  aspirate  from  the  depths 
of  the  trachea  or  the  bronchus,  wherever  it  might 
be,  and  then  release  the  suction  by  opening  up 
the  y connector,  before  you  pull  the  catheter  out. 
Otherwise  you  simply  will  deliver  out  of  the 
trachea  a nice  long  strip  of  mucosa  from  the 
trachea.  The  second  thing  I’d  like  to  comment  on 
is  tracheostomy  in  children.  I think  the  younger 
the  child,  the  longer  we’ll  delay  tracheostomy. 
When  we  see  head  trauma  in  infants  we  keep  the 
endotracheal  tubes  in  for  quite  a long  period  of 
time  because  the  complication  rate  in  children 
is  certainly  substantially  higher  than  it  is  in 
adults.  The  third  point  I’d  like  to  make  is  that 
we  prefer  the  plastic,  soft  tracheostomy  tube 
rather  than  one  of  metal.  We  have  had  a couple 
of  instances  of  erosion  of  major  vessels  of  the 
mediastinal  from  a metal  tracheostomy  tube 
which  wore  through  the  trachea.  I can  assure  you 
that  when  this  happens,  it  gets  very  very  colorful. 


Hal  W.  Pittman,  M.D. 


OXYGENATION  AND  RELATED  PROBLEMS 
IN  THE  MANAGEMENT  OF  HEAD  INJURY 


Proper  sequence  of  therapeutic  measures  is 
essential  in  the  management  of  the  patient  with 
a serious  head  injury.  For  example,  the  physician 
who  spends  his  time  sewing  up  a scalp  lacera- 
tion when  he  should  be  starting  an  intravenous 
infusion  for  the  treatment  of  shock  or  doing  a 
tracheotomy  is  risking  the  patient’s  welfare.  An- 
giography is  very  helpful  in  the  management  of 
head  injuries,  but  the  decerebrate  patient  with 
severely  compromised  cerebral  function  may  not 
have  sufficient  time  to  invest  in  this  luxury  be- 
fore hurried  trephination.  A moment  or  two 
taken  for  cool  assessment  of  priority  in  treat- 
ment can  usually  result  in  better  patient  care 
than  precipitate  action. 

Relieving  asphyxia  must  be  accorded  high  pri- 
ority since  the  brain  is  particularly  vulnerable 
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to  anoxia. 

Tissues  of  the  central  nervous  system  may  be 
damaged  by  oxygen  deprivation  for  as  short  a 
time  as  4 minutes  or  less,  and  in  most  instances 
do  not  tolerate  more  than  6 or  8 minutes  oxygen 
lack.  When  patients  with  borderline  oxygena- 
tion suffer  a rise  in  temperature,  oxygen  lack 
may  become  critical.  For  every  degree  centi- 
grade rise  in  temperature  the  oxygen  need  of  the 
tissues  increases  6 or  7%.  This  fact  accounts  for 
the  deterioration  of  the  patient  as  his  tempera- 
ture rises  to  103  degrees  or  so.  Sometimes  mere- 
ly reducing  the  temperature  to  normal  is  suffi- 
cient to  return  the  patient  to  his  previously  com- 
pensated state.  By  this  reasoning,  reducing  the 
temperature  below  normal  level  should  increase 
the  margin  of  protection  of  the  brain.  A tem- 
perature lowering  from  37  to  30  degrees  centi- 
grade reduces  the  brain’s  oxygen  requirement  to 
about  half  if  one  takes  the  value  of  7%  oxygen 
consumption  per  degree,  since  the  oxygen  reduc- 
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tion  is  linear  to  this  point  and  past.  Hypothermia 
in  this  range  is  called  moderate  hypothermia  and 
will  provide  protection  against  anoxia  for  a pe- 
riod of  10  to  12  minutes  of  total  cerebral  vascu- 
lar occlusion.  Lundberg  and  Nielsen  showed  by 
continuous  recording  of  intraventricular  pressure 
that  even  a markedly  increased  intraventricular 
pressure  can  be  reduced  to  near  zero  by  hypo- 
thermia. A decrease  in  brain  volume  during  hy- 
pothermia was  observed  in  dogs  by  Rosomoff 
and  Gilbert,  and  in  human  beings  during  surgery 
for  intracranial  aneurysms  by  Botterell  et  al.  In 
practice,  30  degrees  centigrade  for  prolonged 
periods  is  too  low  for  safety  under  these  cir- 
cumstances and  runs  the  risk  of  cardiac  irregu- 
larities and  other  complications.  If  hypothermia 
is  to  be  used,  the  patient  is  placed  on  the  hypo- 
thermic blanket  with  rectal  thermister  and  with 
shivering  blocked  by  Thorazine.  Goal  for  tem- 
perature is  90-92  degrees  Fahrenheit. 

The  most  common  problem  in  cerebral  oxy- 
genation in  patients  with  head  trauma  is  inter- 
ference of  alveolar  aeration  by  material  in  the 
tracheo-pharyngeal  passageway.  This  material 
may  be  nothing  more  than  nasopharyngeal  se- 
cretions, but  because  of  the  frequency  of  vomit- 
ing as  a symptom  of  brain  injury,  may  be  as- 
pirated vomitus.  Associated  nasal  or  maxillary 
injuries  may  lead  blood  into  the  trachea  or  into 
the  stomach,  later  to  be  regurgitated  and  aspir- 
ated. Perhaps  some  of  the  deaths  at  the  scene  of 
the  accident  may  be  due  to  simple  respiratory 
passage  obstruction.  Paraphrased,  this  sen- 
tence says,  “Simple  respiratory  aspiration  may  be 
life-saving.” 

Tracheal  intubation,  practiced  daily  by  anes- 
thesiologists, may  be  difficult  for  the  unskilled 
physician,  and  is  sometimes  impossible  because 
of  nonavailability  of  the  necessary  equipment. 
This  useful  technique  can  be  carried  out  in  a 
matter  of  a minute  or  so  and  gives,  for  a while, 
virtually  all  the  advantages  of  a tracheotomy. 
The  time  saved  by  intubation  of  the  trachea  may 
be  needed  for  treatment  of  shock  or  for  perform- 
ing angiography  or  definitive  surgery.  Intuba- 
tion takes  the  urgency  out  of  a later  tracheotomy 
and  allows  the  surgeon  to  proceed  calmly  and 
deliberately  while  proper  oxygenation  is  main- 
tained It  has  the  advantage  over  tracheotomy  of 
not  disseminating  the  tracheobronchial  organ- 
isms to  infect  a subsequent  angiographic  punc- 
ture or  craniotomy  incision.  Endotracheal  tubes 


should  not  be  left  in  place  more  than  12  to  24 
hours  because  of  their  irritation  of  the  larynx 
and  trachea.  If  patients  are  fairly  alert  they  will 
not  tolerate  the  endotracheal  tube  and  may  be 
made  more  restless. 

Spurling  in  the  section  on  head  injury  in  Ban- 
croft and  Pilcher’s  Surgical  Treatment  of  the 
Nervous  System  published  in  1946,  made  the 
statement  that  postural  drainage  is  perhaps  the 
most  important  single  contribution  to  the  sub- 
ject of  head  trauma  in  the  past  decade  and  ad- 
vised elevation  of  the  foot  of  the  bed  to  a 30% 
angle  with  the  horizontal.  The  head-down  posi- 
tion is  not  always  feasible  in  the  treatment  of 
head  injury  for  the  obvious  reason  that  venous 
stasis  of  the  cranium  is  produced  and  venous 
bleeding  into  the  brain  or  subdural  space  may 
be  increased.  Elevation  of  the  head  to  minimize 
venous  stasis  allows  secretions  from  the  oro- 
pharynx to  gravitate  downward  into  the  trachea 
and  lungs.  If  other  factors  permit,  an  advan- 
tageous position  is  the  semiprone  head-level  po- 
sition permitting  exodus  of  secretions  from  the 
mouth  by  gravity. 

Tracheotomy,  or  tracheostomy,  has  now  be- 
come commonplace  in  the  management  of  pa- 
tients with  severe  head  injuries.  No  great  time 
need  be  devoted  to  the  indications  for  tracheot- 
omy, but  emphasis  should  be  given  to  proper 
timing.  Some  neurosurgeons  have  simplified  the 
timing  by  the  rule  that  when  one  first  thinks 
a tracheotomy  may  be  indicated  the  time  has 
come  to  perform  it!  Complications  are  less  when 
the  procedure  can  be  done  properly  before  it 
becomes  a serious  emergency.  Preoperative  pre- 
paration of  the  skin  is  desirable  along  with  asep- 
tic operative  technique.  The  argument  that  the 
trachea  and  bronchi  are  already  full  of  micro- 
organisms should  not  lead  to  laxity  in  sterile 
technique.  The  surgeon  should  be  fully  gowned 
and  gloved.  An  assistant,  though  not  a necessity, 
is  very  helpful,  particularly  for  retraction  of  tis- 
sues. The  hurried,  frantic  tracheotomy  on  a cya- 
notic patient  struggling  in  inspiration  is  compli- 
cated in  a significant  number  of  cases  by  pneu- 
mothorax, mediastinal  emphysema,  and  excessive 
bleeding. 

One  doesn’t  have  to  sit  through  more  than  just 
the  first  few  hours  of  Cleopatra  to  realize  that 
the  vertical  incision  can’t  match  the  transverse 
for  cosmetic  results.  The  vertical  incision  is  justi- 
fied for  the  novice  who  isn’t  sure  from  external 
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palpation  just  where  he  wants  to  enter  the 
trachea  or  for  the  experienced  surgeon  who 
needs  to  save  a few  seconds  by  omitting  the  ex- 
ternal palpation  for  landmarks.  Staying  out  of 
trouble  is  simple  if  the  surgeon  stays  in  the  mid- 
line of  the  deeper  tissues;  however,  a thick  thy- 
roid isthmus  may  be  troublesome  and  may  re- 
quire measures  for  hemostasis.  A section  should 
be  removed  from  the  2nd,  3rd,  or  4th  tracheal 
ring,  and  a large  cuffed  plastic,  rubber  or  metal 
tube  inserted.  Insertion  of  this  tube  into  the 
right  main  bronchus  is  a possible  error,  and  if 
sought  for  may  be  detected  by  failure  of  the  left 
side  of  the  chest  to  expand  and  faint  breath 
sounds  on  the  left.  A single  nylon  suture  on  each 
side  of  the  tube  is  indicated  provided  it  doesn’t 
close  the  wound  too  tightly.  Inflation  of  the  cuff 
is  sometimes  done  by  the  nurse  on  a volume 
basis,  making  it  necessary  to  explain  to  her  that 
only  enough  air  is  needed  to  raise  the  pressure 
in  the  cuff  sufficiently  to  prevent  leakage  around 
the  tube  of  secretions  downward  or  escape  of  air 
upward  during  artificial  positive-pressure  respir- 
ation. 

For  a patient  with  sudden  and  total  high  ob- 
struction, insertion  of  a #15  gauge  needle  into 
the  trachea  will  permit  sufficient  oxygen  passage 
to  keep  the  patient  alive  while  an  endotracheal 
tube  or  tracheostomy  equipment  is  being  read- 
ied. The  tracheotomy  device  with  the  pointed 
obturator  for  percutaneous  insertion  has  a place 
in  experienced  hands,  but  it  risks  perforation 
of  the  posterior  wall  of  the  trachea  in  the  hands 
of  the  inexperienced. 

Posttracheotomy  management  should  have 
emphasis  on  clean  technique  to  avoid  contamin- 
ation with  new  organisms.  Aspiration  to  proper 
depth  is  important.  A healthy  cough  elicited  by 
the  aspirating  catheter  is  worth  several  minutes 
of  labored  suctioning  and  is  less  traumatic  to  the 
tracheal  mucosa.  A Y tube  or  some  device  to  pre- 
vent build  up  of  undue  suction  pressure  in  the 
catheter  protects  the  mucosa  of  the  respiratory 
tract.  Moisturizing  the  inspired  air  helps  pre- 
vent drying  out  of  the  trachea.  A few  ml  of  iso- 
tonic saline  or  water  may  be  instilled  directly 
into  the  trachea  and  immediately  aspirated  to 
help  remove  mucous  plugs.  Intermittent,  positive 
pressure  breathing  is  helpful  in  preventing 
atelectasis  and  for  the  delivery  of  medication 
directly  into  the  bronchial  tree. 

Borderline  or  suboptimal  oxygenation  may 


escape  recognition  for  a while  and  may  be  de- 
tected by,  or  confirmed  by,  arterial  blood  gas 
studies.  If  the  patient  is  apneic,  care  must  be 
exercised  in  setting  the  automatic  respirator  to 
assure  adequate  ventilation.  The  respirator 
should  have  controls  allowing  for  regulation  by 
volume  as  well  as  by  pressure.  Overvigorous 
ventilation  can  blow  off  too  much  CO2;  recently 
we  succeeded  in  reducing  an  apneic  patient’s 
pCCh  to  11  by  a couple  of  hours  of  fully  auto- 
matic respiration.  This  was  not  by  careless  set- 
ting but  by  miscalculation.  This  case  emphasizes 
the  importance  of  blood  gas  studies  in  main- 
taining patients  on  fully  automatic  or  partially 
automatic  respiratory  control.  If  the  patient  is 
able  to  trip  the  respirator  by  his  own  inspiratory 
effort,  such  “semi-automatic”  respirator  care  ren- 
ders management  simpler.  Hyperventilation  in 
the  operating  room  or  on  the  neurosurgical  floor 
has  been  shown  to  reduce  intracranial  pressure. 

Anoxic  anoxia  may  result  from  airway  ob- 
struction by  blood,  vomitus,  secretions,  foreign 
bodies  (teeth),  tongue  or  laryngeal  spasm. 

Anoxic  anoxia  may  also  result  from  the  inju- 
dicious administration  of  morphine,  from  asso- 
ciated chest  injuries  such  as  pneumothorax, 
hemothorax,  flail  chest,  or  from  pulmonary 
edema  or  atelectasis.  Anemic  anoxia  may  occur 
from  blood  loss,  particularly  if  the  patient  was 
anemic  prior  to  injury.  Stagnant  anoxia  may  ac- 
company shock. 

Mild  underoxygenation  of  cerebral  tissue  may 
go  unrecognized.  Neurones  in  a borderline  state 
of  oxygenation  may  be  permanently  damaged 
by  a small  amount  of  additional  oxygen  lack. 
Cerebral  hypoxia  leads  to  edema  which  sets  up 
the  vicious  cycle  of  hypoxia,  edema,  and  in- 
creased intracranial  pressure  with  resultant  im- 
paired cerebral  circulation  because  of  impeded 
venous  drainage  with  consequent  increase  in  hy- 
poxia. 

The  neurone  suffers  quickly  from  inadequate 
supply  of  oxygen.  Though  the  brain  constitutes 
only  about  2%  of  body  weight  it  receives  about 
15%  of  the  cardiac  output.  While  the  brain  con- 
sumes 20%  of  total  body  oxygen  its  blood  flow 
is  only  15%  of  the  body’s  total  and  therefore  is 
relatively  poor  compared  with  the  rest  of  the 
body.  It  gets  its  quota  of  oxygen  by  extracting 
more  oxygen  per  unit  of  circulating  blood.  The 
pCh  of  venous  blood  from  the  brain  is  35  mm 
Hg  in  comparison  with  45  from  the  liver  and  in- 


FEBRUARY.  1968 


159 


testines,  62  from  the  kidneys,  and  18  from  the 
heart.  It  would  appear,  therefore,  that  nerve 
tissue  and  myocardium  are  closer  to  the  border- 
line of  dangerous  hypoxia  than  other  tissue  and 
would  more  readily  suffer  from  reduced  circulat- 
ing oxygen. 

Not  only  must  oxygen  concentration  be  taken 
into  account  but  also  the  CO2  concentration.  At 
one  atmosphere  pressure  (760  mm  Hg),  assum- 
ing about  80%  of  the  partial  pressure  to  be  due 
to  nitrogen,  around  145  mm  Hg  remains  for 
oxygen  and  carbon  dioxide.  Oxygen  acounts  for 
about  105  mm  Hg  of  this  pressure  and  CO2  about 
40,  with  one  value  generally  increasing  or  de- 
creasing in  reciprocal  response  to  the  other. 
Under  normal  states  the  respiratory  center  main- 
tains the  level  of  CO2  dissolved  in  the  blood  at 
a pressure  of  about  40  mm  Hg.  Brain  trauma 
produces  characteristic  alterations  of  respiration 
depending  upon  the  locus  of  damage. 

CO2  retention  may  occur  as  a result  of  an  ob- 
structed airway  or  a concomitant  chest  injury 
which  impairs  pulmonary  ventilation.  Deprived 
of  adequate  respiratory  exchange,  blood  CO2 
rises  and  the  dissolved  gas  rapidly  produces  a 
cellular  acidosis.  Hypercarbia  and  respiratory 
acidosis  can  produce  symptoms  indistinguishable 
from  those  of  head  injury.  Early  symptoms  in- 
clude confusion,  headache,  restlessness,  disorien- 
tation, and  occasionally  hyperactivity  to  the  point 
of  mania.  Physical  signs  include  tremor,  inco- 
ordination, papilledema,  retinal  hemorrhages, 
occasionally  cranial  nerve  dysfunction,  and  fre- 
quently decreased  or  absent  tendon  reflexes.  An 
acute  elevation  of  pCCh  to  70  or  80  mm  Hg  will 
produce  coma.  In  more  slowly  developing  res- 
piratory acidosis,  pCCh  may  go  to  100  mm  Hg 
before  coma  supervenes.  The  effect  of  an  elevat- 
ed pCOa  on  cerebrospinal  fluid  pressure  is  indi- 
cated by  studies  showing  an  increase  in  pressure 
from  80  to  390  by  inhalation  of  7%  CO2.  This  is 
due  partly  to  dilatation  of  cerebral  vessels.  CSF 
pH  may  eventually  prove  to  be  a helpful  deter- 
mination. 

Because  of  the  neurones,  susceptibility  to  an 
elevated  pCO  and  their  total  dependence  on  a 
continuous  supply  of  well  oxygenated  blood,  the 
metabolic  damage  caused  by  inadequate  pul- 
monary ventilation  and/or  the  hypotension  of 
shock  may  far  exceed  the  effects  of  trauma. 
Susceptibility  to  metabolic  injury  is  greatest  in 
neurones  of  the  cortex  while  cells  of  the  brain 


stem  are  more  resistant. 

Breathing  serves  both  oxidative  metabolism 
and  acid-base  homeostasis.  The  act  of  breathing 
is  integrated  by  nervous  influences  arising  from 
nearly  every  level  of  the  brain.  We  digress  brief- 
ly to  consider  several  patterns  of  breathing  as 
set  forth  by  Plum  and  associates. 

Normally  after  lowering  arterial  carbon  diox- 
ide tension  by  a brief  period  of  hyperventilation, 
normal  subjects  resume  the  rhythm  of  regular 
breathing  without  delay  though  tidal  volume  is 
reduced  while  pCCh  builds  up  to  normal.  Pa- 
tients with  diffuse  brain  involvement  commonly 
have  a brief  period  of  posthyperventilation 
apnea  during  which  time  carbon  dioxide  is  ac- 
cumulating to  restore  pCCh  to  its  resting  level. 
A patient  alert  enough  to  cooperate  by  taking  5 
deep  breaths  on  command  should  have  no  longer 
than  10  seconds  of  apnea.  The  neural  stimulus 
which  normally  activates  rhythmic  breathing 
when  CO2  is  reduced  is  believed  to  arise  from 
the  forebrain  since  is  disappears  with  sleep,  ob- 
tundation, or  bilateral  hemispheric  dysfunction. 

In  Cheyne-Stokes  respiration  apnea  alternates 
with  a swell  of  hyperventilation  beginning  and 
ending  with  short  shallow  breaths.  In  such  cases 
one  may  find  bilateral  lesions  deep  in  the  cere- 
bral hemispheres  and  basal  ganglia,  damaging 
the  internal  capsules  and  distributed  much  like 
the  lesions  causing  pseudobulbar  palsy.  The 
pathogenesis  is  dual  with  an  abnormally  in- 
creased ventilatory  response  to  CO2  stimulation 
causing  hyperpnea  and  an  abnormally  decreased 
forebrain  ventilatory  stimulus  subsequently  per- 
mitting posthyperventilation  apnea. 

Sustained,  regular,  rapid,  fairly  deep  hyperp- 
nea occurs  in  patients  with  dysfunction  of  the 
brainstem  tegmentum.  Destructive  lesions  may 
be  found  between  the  low  midbrain  and  the 
lower  third  of  the  pons  destroying  the  reticular 
formation  just  ventral  to  the  aqueduct  and 
fourth  ventricle.  With  this  central  neurogenic 
hyperventilation  the  respiratory  threshold  is  low, 
and  blood  gas  studies  reveal  respiratory  alkalosis 
with  low  arterial  CO2  tension,  elevated  blood 
pH,  and  mild  hypoxia.  Oxygen  therapy  does  not 
modify  the  pattern. 

Apneustic  breathing  is  due  to  a protracted  in- 
spiratory effort  with  a pause  at  full  inspiration. 
There  may  be  associated  expiratory  pauses  and 
other  irregularities.  The  lesion  producing  ap- 
neustic breathing  is  an  extensive  one  located  at 
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the  mid  or  caudal  pontine  level  approximately 
at  and  below  the  emergence  of  the  trigeminal 
nerve. 

Ataxic  breathing  is  caused  by  lesions  of  the 
respiratory  centers  located  in  the  dorsomedial 
medulla  extending  down  to  or  just  below  the 
obex.  Ataxic  breathing  represents  alteration  of 
the  reciprocal  interrelationships  between  the  me- 
dullary inspiratory  and  expiratory  functions.  This 
type  of  breathing  has  a completely  irregular  pat- 
tern in  which  both  deep  and  shallow  breaths 
occur  randomly  and  with  unpredictable  pauses. 
Mild  sedation  or  natural  sleep  may  induce  apnea, 
and  conversely  the  patients  who  hypoventilate 
when  left  alone  can  still  breathe  adequately 
when  reminded  to  do  so. 

High  medullary  lesions  or  low  pontine  lesions 
may  cause  clusters  of  breaths  in  disorderly  se- 
quence with  irregular  pauses.  These  merge  with 
gasping  respirations,  usually  at  a slow  rate.  Slow 
ratchet-like  jerky  inspiration  may  occur.  Depres- 
sion of  the  medulla  from  drugs  may  gradually 
cause  breathing  to  fail  slowly  with  tidal  volume 
decreasing  and  rate  slowing  until  the  system 
stops  altogether. 

In  medullary  compression,  respiratory  func- 
tion fails  before  circulatory  function.  Rapidly 
developing  posterior  fossa  lesions  may  produce 
an  acute  respiratory  arrest. 

Rapid  shallow  or  slow  deep  respirations  may 
lead  to  an  elevation  of  pCCh  with  consequent 
increase  in  H2CO.1  and  respiratory  acidosis.  In 
prolonged  hyperventilation  the  reverse  occurs— 
a decrease  in  pCCh  and  respiratory  alkalosis. 

Regarding  management  of  pain,  the  mildest 
analgesic  which  will  achieve  the  desired  results 
is  to  be  preferred.  Morphine  and  other  narcotics 
may  mask  the  sensorium  and  render  useless  this 
single  most  valuable  sign  of  cerebral  status. 
Morphine  also  constricts  pupils  and  depresses 
respiration,  both  undesirable  effects.  Oral  anal- 
gesics may  be  administered  after  a day  or  so 
when  nausea  has  passed;  rectal  aspirin  is  some- 
times useful.  If  the  patient  is  thrashing  about 
because  of  severe  pain,  a small  dose  of  Codeine 
or  Demerol  may  be  justified.  Demerol  is  fre- 
quently employed  if  hypothermia  is  to  be  used; 
hypothermia  obtunds  the  sensorium  somewhat 
anyway,  a disadvantage  to  its  use. 

Restlessness  not  due  to  pain  may  be  a symp- 
tom of  head  injury  and  may  be  treated  by  any 


of  the  tranquilizers.  We  generally  prefer  Thora- 
zine and  have  observed  that  Sparine  gives  com- 
paratively more  drop  in  blood  pressure  for  its 
tranquilizing  action  than  does  Thorazine. 

Broad  spectrum  antibiotic  coverage  is  given 
for  comatose  patients  to  prevent  infection  and 
for  compound  skull  fractures,  including  those 
with  CSF  rhinorrhea  or  otorrhea  or  hemotym- 
panum.  Chloromycetin,  though  toxic,  is  still 
probably  our  most  useful  and  most  effective 
antibiotic.  Ampicillin,  Erythromycin,  Keflin,  and 
combination  of  Penicillin  and  Streptomycin  are 
used  frequently. 

For  convulsive  seizures,  the  barbiturates  are 
still  the  mainstay.  Phenobarbital  is  generally  the 
drug  of  choice,  but  if  sustained  effect  is  not 
necessary  or  desirable,  Amytal  may  be  used.  If 
the  patient  is  uremic  or,  for  some  reason  is  be- 
ing subjected  to  dehydration,  phenobarbital  dos- 
age should  be  low  to  prevent  its  build  up  be- 
cause of  reduced  kidney  excretion.  The  short- 
acting barbiturates  are  detoxified  by  the  liver 
rather  than  excreted  by  the  kidney.  Dilantin  is 
frequently  used  for  seizures,  but  immediate  ac- 
tion should  not  be  expected  of  this  drug  even 
though  it  be  given  intravenously.  Intravenous 
Valium  should  not  be  used  in  excessive  dosage 
for  fear  of  acute  respiratory  arrest. 

Decadron,  used  at  this  Institution  in  large 
quantities  to  minimize  brain  edema  of  trauma, 
has  been  discussed  by  a previous  speaker. 

In  conclusion,  we  may  summarize  the  physi- 
cian’s most  urgent  responsibilities  in  cases  of 
head  injury  as  follows:  first,  relieve  asphyxia  and 
oxygen  deprivation;  second,  refrain  from  com- 
plicating the  patient’s  problems  by  injudicious 
or  precipitate  medication  or  other  treatment. 


Questions  and  answers  relating  to 
Dr.  Pittman's  paper. 

Question:  In  management  of  increased  secre- 
tions with  respiratory  impairment,  do  you  think 
proper  nursing  care,  suctioning  and  humidity 
could  replace  the  need  for  most  or  all  tracheo- 
tomies done  for  this  purpose?  For  example,  Doc- 
tor Roth  of  Boston  City  Hospital  stresses  this 
point. 

Dr.  Pittman:  My  personal  opinion  is  that  there 
is  no  substitute  for  tracheotomy.  I suppose  some 
of  the  patients  could  get  by  with  postural  drain- 
age, especially  since  we  have  constant  attendance 
in  the  Intensive  Care  Unit  so  that  the  patient  can 
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be  suctioned  or  re-positioned  but  for  my  part, 
I think  it’s  safer  to  do  tracheotomy,  I think  there 
are  few  disadvantages  to  tracheotomy,  very  few 
reasons  really  for  not  doing  tracheotomy.  I 
wouldn’t  want  you  to  lose  sight  of  the  fact  that 
complications  do  occur  from  the  procedure  itself 
such  as  mediastinal  emphysema  and  collapse  of 
the  lung  due  to  pneumothorax.  But,  I believe 
that  the  large  percentage  of  these  patients  can- 
not really  be  controlled  by  proper  positioning. 
If  you  are  going  to  try  to  keep  them  controlled 
by  postural  drainage,  you  add  to  the  problem  of 
proper  observation  of  the  pupils  and  the  vital 
signs.  You  increase  the  problem  of  pressure  on 
the  same  part  of  the  body  more  or  less  continu- 
ously, the  iliac  crest,  the  shoulders  and  other 
pressure  points,  leading  to  decubiti  if  carried  on 
long  enough. 

Question:  What  about  doing  intubation  of  the 
trachea  in  a patient  suspected  of  cervical  frac- 
ture? 

Dr.  Pittman:  We  should  suspect  cervical  in- 
jury in  patients  with  severe  injuries  to  the  occi- 
pital region,  vertex  or  buttocks  and  if  we  suspect 
a cervical  fracture  then  we  won’t  hyperextend 
the  head  or  allow  it  to  flop  about  as  we  turn  the 
patient.  If  we  suspect  a cervical  fracture,  or  if 
we  have  confirmed  one  by  radiographic  means, 
we  would  not  want  to  hyper-extend  the  neck  for 
tracheal  intubation.  This  applies  also,  of  course, 
to  cases  of  cervical  spondylosis  who  are  under- 
going intubation  in  the  operating  room  in 
that  the  anesthesiologist,  or  whoever  intubates 
the  patient,  should  be  aware  of  the  possibility  of 
injuring  the  cervical  cord. 

Question:  Would  you  elaborate  on  “clean” 
technique  of  aspirating  tracheostomy?  Do  you 
use  sterile  glove  and  catheter  with  each  aspira- 
tion? 

Dr.  Pittman:  We  use  sterile  gloves  and  catheter 
in  our  Intensive  Care  Unit  now  for  aspiration.  I 
think  this  is  an  advance.  We  can  carry  the  point 
of  sterility  too  far.  For  example,  sometimes  the 
patient  may  cough  up  material  and  aspirate  it 
suddenly  while  the  nurse  is  in  the  process  of 
putting  on  her  sterile  gloves  and  obtaining  a 
sterile  catheter.  We  have  recently  given  dispos- 
able Polyethylene  catheters  a try  and  discarded 
them  because  of  their  rigidity  and  returned  to 
the  use  of  rubber  catheters.  Separate  catheters 
and  bottles  should  be  used  for  tracheal  and  for 
nasopharyngeal  aspirations. 
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F O the  pathologist,  the  value  of  a thorough 
postmortem  examination  is  epitomized  in  the 
head  trauma  case.  Not  only  must  the  types  of 
lesions  be  defined  but  their  relative  importance 
must  be  established  in  relation  to  the  clinical 
findings.  The  individual  responsible  for  examin- 
ing the  brain  should  be  present  at  autopsy,  since 
the  extracerebral  changes  may  be  the  major  con- 
sideration. It  should  be  emphasized  that  a com- 
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plete  examination  is  indicated;  all  too  often 
death  is  attributed  to  head  injury  and  subsequent 
inspection  reveals  a massive  visceral  hemorrhage. 

The  postmortem  study  should  include  a care- 
ful evaluation  of  the  scalp  and  soft  tissues.  In 
closed  head  injuries,  the  superficial  lesions  — 
such  as  bruises  and  hematomas  — are  often  the 
major  clues  to  the  site  of  impact.  The  superficial 
defects  due  to  penetrating  objects  may  be  quite 
small  and  easily  overlooked  unless  the  examiner 
has  a high  index  of  suspicion. 


Epidural  Hematoma: 

The  epidural  hematoma  consists  of  a deposit 
of  blood  between  the  dura  and  the  skull  result- 
ing from  laceration  of  extracerebral  vessels.  It 
usually  occurs  in  the  temporal  region  along  the 
course  of  the  middle  meningeal  artery  and  vein. 
The  squamous  temporal  and  lower  parietal  bones 
are  quite  thin  and  often  may  be  fractured  by  a 
seemingly  innocuous  blow.  The  vessels  are  torn 
at  the  fracture  site  because  both  artery  and  vein 
are  situated  within  grooves  along  the  inner  table. 
Hematomas  in  the  absence  of  inner-table  frac- 
tures are  rare.  Although  there  is  no  pre-existing 
extradural  space  in  the  cranium,  the  hematoma 
is  able  to  expand  because  arterial  bleeding  is  of 
sufficient  force  to  dissect  the  fibrous  dura  from 
its  bony  attachment.  The  hemorrhagic  mass  ex- 
pands at  the  expense  of  the  brain  which  in  turn 
is  compressed  and  shifted  from  its  usual  position 
in  the  cranial  vault.  The  high  mortality  rate  in 
untreated  cases  is  due  to  the  rapid  shift  with 
subsequent  brain  stem  compression  (see  discus- 
sion below). 


At  autopsy  the  epidural  hematoma  is  easily 
identified  if  the  calvaria  is  removed  with  care 
and  the  meninges  are  not  distorted.  However,  I 
have  seen  competent  pathologists  confuse  this 
lesion  with  a subdural  hematoma  because  the 
involved  anatomical  structures  were  not  pre- 
served properly. 

Skull  Fractures: 

In  closed-head  injuries  skull  fracture  may  or 
may  not  be  associated  with  brain  damage.  The 
presence  of  fracture  alone  has  no  direct  clinical 


significance  but  does  provide  evidence  that  a 
blow  of  considerable  force  has  been  incurred. 
Since  many  fractures  (particularly  those  at  the 
skull  base)  cannot  be  identified  with  certainty 
on  x-ray  examination  the  pathologist  must  re- 
move the  dura  and  carefully  examine  the  inner 
table.  Particular  attention  must  be  given  to  the 
bony  structures  overlying  the  orbits,  sinuses,  and 
ears.  Such  defects  serve  as  pathways  of  infection 
to  the  meninges  and  brain. 

Depressed  fractures  often  lacerate  the  dural 
sinuses,  resulting  in  epidural  as  well  as  subdural 
hematomas.  Damage  must  be  sufficient  to  cause 
sinus  thrombosis  — an  entity  associated  clinically 
with  sudden  deterioration. 

Subdural  Hematoma 

A.  Acute: 

Variable  amounts  of  blood  may  be  found  in 
the  subdural  space  in  both  open  and  closed  head 
injuries.  These  deposits  may  contribute  signifi- 
cantly to  the  clinical  symptomatology  but  are 
often  associated  with  more  severe  lesions,  such 
as  cortical  lacerations  and  intracerebral  hema- 
tomas. The  source  of  hemorrhage  is  usually  due 
to  laceration  of  one  or  more  of  the  connecting 
veins  between  the  cortical  surface  and  sinuses. 

B.  Chronic: 

The  great  majority  of  these  lesions  occur  in 
infants  and  elderly  patients  (see  Dr.  Bucy’s  dis- 
cussion in  this  issue).  Characteristically,  there  is 
an  interval  of  weeks  or  months  between  the 
traumatic  episode  and  the  appearance  of  symp- 
toms. Those  occurring  in  infancy  most  often 
follow  birth  trauma  (sinus  laceration).  In  the 
elderly,  the  lesions  may  develop  following  very 
minor  traumatic  episodes,  such  as  sudden  jolts 
or  head  movements  incident  to  minor  auto  acci- 
dents. Many  patients  cannot  recall  having  ex- 
perienced even  a minimum  of  trauma.  The  high- 
er susceptibility  of  the  older  age  group  is  related 
to  increase  in  the  width  of  the  subarachnoid 
space  secondary  to  cortical  atrophy.  This  in- 
creased width  subjects  the  bridging  veins  to 
greater  stress  because  of  their  lengthened  path- 
way from  the  cortical  surface  to  the  sinuses. 

Grossly,  the  lesion  presents  as  a flattened  sac- 
cular mass  overlying  the  convexity  and  extend- 
ing to  the  vertex  (Fig.  1).  The  central  contents 


ARIZONA  MEDICINE 


Figure  1.  Chronic  subdural  hematoma.  The  dura  is  reflected  superiorly.  Note  the  smooth  underlying  arachnoid  surface.  The  hema- 
toma is  surrounded  by  organizing  membranes  originating  from  the  dura. 


have  a mottled  brown-red  appearance  and  con- 
tain varying  quantities  of  turbid  fluid  and  re- 
cently formed  blood  clot.  The  periphery  consists 
of  thin  fibrous  membranes.  The  outer  mem- 
brane is  adherent  to  the  dura  but  its  inner  coun- 
terpart has  no  such  attachment  to  the  adjacent 
arachnoid.  The  close  relationship  with  the  pachy- 
meninx is  due  to  the  pattern  of  organizational 
reaction.  Both  outer  and  inner  membranes  of  the 
hematoma  are  formed  by  fibroblasts  and  capil- 
laries migrating  from  the  dural  sheath. 

Unless  the  arachnoid  is  disrupted,  its  cellular 
elements  do  not  participate  in  the  reaction.  Elec- 
tron microscopic  studies  have  shown  the  arach- 
noid to  consist  of  epithelial-like  cells  and  there- 
fore would  not  be  expected  to  respond  in  a 
manner  similar  to  mesenchyme.1 

Although  some  hematomas  apparently  organ- 
ize spontaneously  and  do  not  result  in  clinical 
symptoms,  a higher  percentage  of  these  event- 
ually expand  sufficiently  to  impair  brain  func- 
tion. The  delay  in  apearance  of  clinical  deficits 
is  due  to  the  insidious,  gradual  enlargement  of 
the  saccular  mass.  Reasons  for  this  expansion  are 
not  fully  understood  but  are  probably  related 
to  breakdown  of  blood  products  with  correspond- 


ing increase  in  osmotic  tension.  Also,  the  pres- 
ence of  recently  formed  blood  clots  in  old  hema- 
tomas indicates  that  intermittent  hemorrhage 
does  occur.  The  latter  probably  originates  from 
young  proliferating  capillaries  in  the  new  mem- 
branes. 

Contusions  and  Lacerations: 

In  closed  head  injuries  contusions  and  lacera- 
tions usually  occur  on  the  orbital  and  temporal 
surfaces  (Figs.  2 and  3).  Because  the  bones  un- 
derlying these  spaces  are  sharp  and  irregular, 
sudden  mass  movements  of  the  cerebrum  within 
the  cranial  vault  tend  to  thrust  the  gyri  against 
the  exposed  ridges.  Such  contact  is  not  unlike  an 
ocean  wave  striking  a rocky  shore.  Other  areas 
of  the  skull  base  and  tentorium  are  compara- 
tively smooth  and  offer  little  resistance  to  cortical 
movements. 

If  there  is  sudden  acceleration  or  deceleration 
following  impact,  cortical  contusions  are  often 
found  180°  from  the  site  of  the  blow.  The  patho- 
genesis of  these  “contrecoup”  lesions  is  hotly 
debated,  but  most  authorities  agree  that  skull 
deformities  and  cerebral  movement  within  the 
cranial  vault  are  major  factors.  Damage  at  the 
site  of  impact  (“coup”  lesion)  may  be  absent,  or 
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Figure.  2.  Recent  brain  injury.  Cortical  contusions  are  concentrated  in  the  temporal  and  inferior  frontal  regions.  Focal  areas  of 
recent  subarachnoid  hemorrhage  are  present. 


Figure  3.  Recent  coup-contrecoup  contusions  and  laceration.  The  point  of  impact  occurred  on  the  side  depicted  by  small  arrow. 

The  large  contrecoup  laceration  is  noted  at  large  arrow. 
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quite  minimal,  as  demonstrated  in  figure  3.  This 
is  particularly  true  if  the  blow  is  applied  to  the 
occiput. 

Intracerebral  Hematoma: 

Massive  hematomas  within  the  brain  substance 
usually  occur  in  the  frontal  and  temporal  re- 
gions. Since  they  are  frequently  associated  with 
superficial  contusions  and  petechiae,  this  local- 
ization is  probably  related  to  stresses  caused  by 
brain  movement  at  the  time  of  impact  as  well  as 
the  close  proximity  of  the  irregular  surfaces  of 
the  lesser  sphenoid  wing  and  orbital  roof.  Those 
occurring  in  the  frontal  region  are  often  bilateral 
(Fig.  4),  even  though  an  existing  fracture  line 
may  be  confined  to  one  side.  Cerebellar  hema- 
tomas may  be  difficult  to  detect  clinically.  In 
cases  of  penetrating  wounds  a clot  may  arise  at 
any  site  along  the  path  of  involvement. 

Petechial  hemorrhages  are  those  less  than  5 
mm  in  diameter.  They  are  noted  in  approximate- 
ly 50%  of  injury  cases  examined  at  autopsy.2  Lo- 
cated in  the  white  matter,  they  have  a “ring  or 
ball”  appearance.3  The  pathogenesis  is  not  clear; 
careful  studies  have  failed  to  detect  tears  in  the 
adjacent  blood  vessels.3  Such  lesions  frequently 
represent  evidence  of  fat  embolism. 


Figure  4.  Recent  bilateral-frontal  hematomas,  secondary  to  head 
injury. 

Tentorial  Herniation  and  Brain 
Stem  Compression: 

For  a supratentorial  space-occupying  lesion 
(e.g.,  hematoma  or  cerebral  edema)  to  be  lethal 
it  usually  must  expand  sufficiently  to  cause 
incisural  herniation.  The  cranial  vault,  being  a 
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fixed  compartment,  provides  very  little  space 
beyond  the  requirements  of  the  normal  cere- 
brum. The  fibrous  tentorial  sheath  is  attached 
firmly  to  its  osseous  borders  and  is  able  to  resist 
any  significant  displacement  towards  the  under- 
lying cerebellum.  Therefore,  the  only  significant 
portal  of  exit  from  the  anterior  and  mid-fossae 
is  the  incisura  tentorii. 

Normally,  the  incisura  is  occupied  by  the  mid- 
brain and  its  attached  vessels  as  well  as  the 
medial  extensions  of  the  uncus.  When  there  is 
central  compression  from  above,  the  mid-brain 
is  displaced  caudally,  applying  stress  and  distor- 
tion to  its  vascular  supply.  As  a result,  petechial 
hemorrhages  appear  in  the  vital  tegmental  areas 
of  the  mid-brain  and  pons.  If  compression  from 
above  is  unilateral,  there  is  also  shift  from  the 
midline.  Under  these  conditions  a greater  portion 
of  the  ipsilateral  uncus  or  hippocampus  is  herni- 
ated into  the  incisura  pressing  the  contralateral 
peduncle  against  the  tentorial  edge  (Fig.  5).  This 
may  cause  false  localizing  deficits  (Kernohan’s 
sign).  The  anterior  choroidal  and  posterior  cere- 
bral arteries  may  be  compressed  sufficiently  to 
be  occluded  by  the  tentorial  edge.  The  resultant 
infarcts  occur  in  the  basal  ganglia  and  calcarine 
regions  respectively. 

Cerebral  Edema: 

This  is  the  major  complication  associated  with 
head  trauma.  Its  pathogenesis  is  unknown,  but 
recent  electron  microscopic  studies  have  pro- 
vided valuable  information  concerning  the  sub- 
structure of  the  neuropil.  Normally,  the  extra- 
cellular space  is  quite  minimal  being  represented 
by  small  gaps  between  adjacent  plasmalemmata 
(Fig.  6).  In  the  edematous  state,  cortical  cell 
processes  are  enlarged  due  to  an  increased  fluid 
content  (Fig.  7).  In  white  matter,  however,  edema 
is  associated  with  increased  fluid  in  the  extra- 
cellular compartment. 
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figure  5.  Uncal  herniation  due  to  unilateral,  chronic  subdural  hematoma.  Asymmetry  of  tentorial  grooves  demonstrates  lateral  as 
veil  as  caudal  shift  (ai rows).  Recent  petechial  hemorrhages  are  seen  in  the  midbrain. 


Figure  6.  Normal  gray  matter,  central  nervous  system  (electron  micrograph).  The  central  space  represents  an  empty  capillary.  A 
pericyte  partially  encircles  the  endothelium.  Parenchymal  cellular  components  are  compactly  arranged  so  that  a minimal  extra- 
cellular space  is  present.  (X  20,000  magnification). 
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Figure  7.  Cerebral  edema  in  cortex  adjacent  to  necrotic  focus.  Swelling  is  due  to  intracellular  fluid  collections  (clear  areas).  (X 
17,000  magnification). 
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Section  VIII 


THE  RADIOLOGICAL  CONSIDERATIONS 
OL  PATIENTS  WITH  HEAD  TRAUMA 


Robert  E.  Flynn,  M.D. 


P OR  the  purposes  of  this  seminar,  the  radio- 
logical aspects  of  the  patient  with  head  trauma 
will  be  discussed  under  three  subtitles:  1.  Tech- 
nique. 2.  Plain  Films.  3.  Contrast  Studies. 

It  is  generally  agreed  but  not  generally  prac- 
ticed that  the  immediate  radiographic  study  of 
the  skull  after  trauma  is  undesirable.  In  the 
immediate  post-traumatic  period,  attention  must 
be  directed  toward  the  general  care  of  the  pa- 
tient; and  this  includes  institution  of  measures 
to  secure  an  adequate  airway,  to  combat  shock, 
and  to  carefully  appraise  patient’s  general  con- 
dition. Faced  with  an  uncooperative  patient, 
semicomatose,  oft-times  intoxicated  and  bellig- 
erent, it  is  not  only  impossible  to  secure  an  ade- 
quate radiographic  examination  of  the  skull,  but 
the  added  trauma  of  head  manipulation  incident 
to  positioning  is  not  in  the  best  interest  of  the 
patient.  The  many  viewpoints  gathered  by  St. 
John  in  his  review  of  his  medical  literature  on 
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skull  trauma  can  be  summarized  by  stating  that 
the  majority  agree  that  the  skull  radiographs  are 
not  to  be  taken  routinely  after  skull  trauma.1  The 
exceptions  to  this  rule  include:  1.  Suspected  intra- 
cranial bleeding.  2.  Question  of  depressed  skull 
fracture.  3.  Localization  of  radiopaque  foreign 
bodies.  Skull  radiographs  may  be  taken  after  the 
patient  stabilizes  to  confirm  the  clinical  diagnosis 
and  to  serve  medical-legal  purposes.  I would  like 
to  re-emphasize  the  necessity  of  proper  timing  in 
requesting  skull  radiographs  and  to  impress  upon 
the  physicians  who  serve  in  hospital  emergency 
rooms  this  fact,  lest  their  enthusiasm  in  rapidly 
working  up  these  patients  results  in  more  harm 
than  good. 

Other  participants  of  this  seminar  in  the  course 
of  their  discussion  on  diagnosis  and  treatment  of 
head  injuries  will  be  demonstrating  the  various 
types  of  skull  fracture  and  the  pathological 
changes  revealed  by  contrast  studies.  Therefore, 
I would  like  to  devote  most  of  my  time  to  dis- 
cuss the  technical  aspects  of  securing  an  ade- 
quate radiographic  examination  in  the  severely 
injured  patient. 

With  the  patient  transferred  to  the  radio- 
graphic  table  in  the  supine  position  and  the  head 
supported  for  comfort  and  airway,  a diagnostic 
set  of  radiographs  can  be  obtained  without  mov- 
ing the  patient  further.  The  examination  consists 
of  a single  lateral  and  four  frontal  views  taken 
with  different  tube-film  angles. 

The  lateral  view  is  taken  with  the  tube  in  the 
horizontal  position  and  use  is  made  of  the  10  x 
12”  grid  front  cassette.  Tight  coning  of  the  radio- 
graphic  beam  is  essential  to  reduce  radiographic 
scatter  to  a minimum  (Fig.  1).  Resultant  radio- 
graph is  exhibited  in  Figure  2. 

The  first  frontal  projection  is  taken  with  the 


Fig.  1.  Horizontal  beam  brow  up  lateral  position  using  grid 
front  cassette. 


Fig.  2.  Lateral  skull  radiograph. 


Fig.  3.  Straight  antero-posterior  position  for  frontal  area. 
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patient  in  the  fixed  supine  position,  the  central 
ray  directed  through  the  nasion  perpendicular  to 
the  canthomeatal  line  (Fig.  3).  This  provides  a 
somewhat  distorted  but  adequate  view  of  the 
frontal  bone  and  the  orbital  area  (Fig.  4).  The 
second  frontal  view,  again  with  the  patient  in 
the  same  position,  the  central  ray  is  directed  at 
an  angle  12°  caudal  to  the  canthomeatal  line 
entering  the  skull  2 cm.  above  the  nasion  (Fig. 
5).  In  this  position  the  superior  orbital  ridges 
and  the  petrous  ridges  are  superimposed  and 
provides  an  unobstructed  view  of  the  entire  vault 
(Fig.  6).  The  third  frontal  view  is  made  with  the 
tube  angled  30°  caudal  to  the  canthomeatal  line, 
the  central  ray  directed  through  the  bregma 
(Fig.  7).  This  provides  the  best  view  of  the  occi- 
pital bone  including  the  posterior  rim  of  the 
foramen  magnum  (Fig.  8).  The  petrous  ridges 
are  also  profiled  in  this  projection.  The  fourth 
frontal  view  is  one  to  visualize  the  facial  bones 
and  is  termed  a reverse  Waters  projection.  It  is 
taken  with  the  central  ray  angled  30°  craniad  to 
the  canthomeatal  line  and  directed  through  the 
upper  lip  (Fig.  9).  This  provides  a grossly  mag- 
nified but  diagnostically  adequate  view  for  eval- 


Fig. 4.  Straight  antero-posterior  skull  radiograph. 


uating  the  malar-maxillary  compounds  (Fig.  10). 
The  base  view  is  eliminated  in  this  series  be- 
cause of  the  problem  of  positioning  the  patient 
and,  because  even  with  the  most  optimum  con- 
ditions, basal  skull  fractures  are  not  usually 
demonstrated. 

In  evaluating  the  skull  radiograph  for  effects 
of  trauma,  we  must  concern  ourselves  first  with 
the  cranial  vault  which  is  composed  of  two  layers 
of  compact  bone  — the  outer  and  the  inner  table 
and  a variable  thickness  of  cancellus  bone  sep- 
arating them.  This  intervening  space  is  called  the 
diploe  and  is  rich  with  vascular  channels.  Sec- 
ond, the  vascular  grooves  germane  to  this  discus- 
sion are  principally  those  on  the  dural  surface  of 
the  inner  table  formed  by  the  middle  meningeal 
artery  and  its  anterior  and  posterior  branches. 
These  are  quite  constant  and  have  been  well 
demonstrated  by  Dr.  Waggener  and  Dr.  Evans. 
Other  meningeal  arteries  arising  from  the  opthal- 
mic,  internal  carotid,  basilar  and  vertebral  arter- 
ies are  less  constant  and  usually  assume  impor- 
tance only  when  they  are  enlarged  to  supply  a 
tumor.  A frontal  venous  channel  is  also  trouble- 
some. The  third  radiologic  sign  of  importance  in 


Fig.  5.  Inclined  antero-posterior  position  for  cranial  vault. 
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Fig.  6.  Inclined  antero-posterior  skull  radiograph. 


Fig.  7.  Patient  position  and  tube  angulation  for  occipital  area. 


Fig.  8.  Occipital  skull  radiograph. 


Fig.  9.  Patient  position  and  tube  angulation  for  facial  bone, 
radiograph. 
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Fig.  10.  “Reverse”  facial  hone  radiograph. 


the  diagnosis  of  skull  fracture  is  the  shadow  cast 
by  the  intracranial  sutures.  For  some  reason 
normal  sutural  lines  cause  the  novice  in  radiology 
to  panic.  Recall  that  the  vault  is  composed  of 
five  pairs  of  bones:  the  frontal,  parietal,  occipital, 
temporal  and  the  greater  wing  of  the  sphenoid; 
and  that  where  each  of  these  bones  is  in  apposi- 
tion, there  is  a suture.  Forget  the  age-old  generic 
name  given  to  these  sutures  by  the  anatomist 
and  call  each  by  the  name  of  the  two  bones  of 
which  it  is  composed.  Thus  we  have  the  frontal- 
parietal,  the  parietal-occipital,  the  occipital- 
temporal,  the  temporal-parietal,  the  spheno- 
frontal and  the  spheno-temporal  sutures  on  each 
side  and  in  the  frontal  view  we  have  the  inter- 
parietal suture  and  occasionally  there  is  persis- 
tence of  a suture  between  the  two  frontal  bones. 
One  further  point  regarding  sutures  is  to  recog- 
nize the  presence  of  variations  which  may  occur 
at  the  anterior  and  posterior  fontanelle  and  that 
along  the  course  of  any  suture  a separate  bone 
may  be  formed.  On  the  radiograph  while  the 
external  surface  of  the  suture  presents  a zig-zag 
or  serrated  appearance  the  inner  table  surface 
may  present  as  a straight  line  giving  the  false 


impression  of  a linear  fracture  along  the  length 
of  the  suture. 

The  following  is  a suitable  radiographic  class- 
ification of  skull  fractures  and  by  definition  is 
self  explanatory: 

1.  Linear 

2.  Diastatic 

3.  Comminuted 

4.  Bevel 

5.  Fissure  (Eggshell) 

6.  Depressed 

7.  Sliding  Depressed  (2) 

The  use  of  a classification  is  necessary  for  des- 
criptive purposes. 

Indications  for  angiographic  examination  in 
die  patient  with  head  trauma  is  beyond  the  scope 
of  this  presentation.  However,  when  indicated, 
we  recommend  bilateral  carotid  angiography  us- 
ing the  rapid  serial  technique  in  all  cases.  Re- 
membering the  discussion  of  Dr.  Waggener  re- 
garding the  countrecoup  mechanism  of  brain 
injury,  it  is  evident  that  the  brain  trauma  may 
be  remote  from  the  site  of  superficial  skull  trau- 
ma or  fracture.  Even  in  the  presence  of  clinically 
lateralizing  signs,  the  possibility  of  overlooking 
surgically  significant  disease  on  the  contralateral 
side  makes  bilateral  carotid  angiography  impera- 
tive. 

In  conclusion  I should  like  to  make  a plea: 
First,  for  proper  timing  in  requesting  skull  radio- 
graphy and  to  warn  about  the  possibility  of  in- 
creasing the  injury  when  the  x-ray  examination 
is  undertaken  before  the  patient  stabilizes.  Sec- 
ond, a method  is  presented  by  which  an  adequate 
radiographic  examination  of  the  skull  can  be 
obtained  with  minimal  disturbance  of  the  patient. 
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Questions  and  answers  relating  to 
Dr.  Flynn's  paper. 

Question:  Please  discuss  the  origin  of  the  white 
line  seen  through  the  orbit  on  the  plane  skull 
x-rays  and  said  to  disappear  in  chronic  subdural 
hematoma  on  the  same  side. 

Dr.  Flynn:  The  oblique  line  of  the  orbit  some- 
times referred  to  as  the  innominate  line  is  pro- 
duced by  a cross-section  of  the  squamozygomatic 
surface  of  the  sphenoid  bone.  It  disappears  in 
any  circumstance  in  which  there  is  local  in- 
creased pressure  with  resulting  demineralization. 
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Section  IX 


Management  of  Closed  Head  Injuries 

ACUTE  HEAD  INJURY 


Joseph  P.  Evans,  M.D.  and  Harold  R.  Keegan,  M.D. 


( Editor’s  Note:  The  following  text  and  film  strips 
serve  to  summarize  the  presentation  of  an  excel- 
lent movie,  in  color  and  with  narration,  by  Dr. 
Evans. ) 


Joseph  P.  Evans,  M.D. 


Professor  of  Neurological  Surgery,  University  of  Chicago,  Chi- 
cago, Illinois. 

Presented  at  “Seminar,  The  Management  of  Head  Injuries” 
Barrow  Neurological  Institute  of  St.  Joseph’s  Hospital  at  Del 
Webb’s  TowneHouse,  Phoenix,  Arizona,  November  24-25,  1967. 


w HEN  a patient  is  seen  following  severe 
head  injury,  the  surgeon  must  make  a very  quick 
assessment  of  the  urgent  demands  of  the  situa- 
tion; the  need  of  establishment  of  an  adequate 
airway,  possible  need  of  treatment  of  surgical 
shock  because  of  blood  loss  or  visceral  trauma, 
and  the  recognition  and  evaluation  of  associated 
general  bodily  injuries  such  as  crushed  chest, 
solid  or  hollow  visceral  damage,  and  fractures 
of  long  bones,  pelvis,  or  vertebrae. 

Following  this  quick  appraisal  and  the  initia- 
tion of  emergency  treatment  comes  the  more 
detailed  analysis  of  the  head  injury  itself.  The 
analysis  may  conveniently  be  fractionated  into 
four  considerations:  Scalp  damage,  fractures  of 
the  skull,  meningeal  hemorrhage  of  which  epi- 
dural and  subdural  bleeding  are  the  important 
forms,  and  injury  to  the  brain  itself.  Completion 
of  the  analysis  depends  on  giving  due  weight  to 
each  of  these  factors  in  proportion  to  the  whole 
problem. 

In  the  film  physiological  alterations  are  em- 
phasized because  an  understanding  of  these  is 
essential  to  well  directed  therapy. 

The  importance  of  the  layers  of  the  scalp  in 
relation  to  infection  is  pictured  and  the  distribu- 
tion of  principal  blood  vessels  noted.  The  various 
types  of  skull  fracture  are  illustrated  and  special 
emphasis  is  laid  on  hidden  compound  fractures 
(basilar)  and  on  the  attendant  danger  of  infection. 

Because  of  the  practical  importance  of  the 
recognition  and  prompt  treatment  of  epidural 
and  subdural  hematomas  the  dynamic  changes 
occurring  in  these  lesions  are  illustrated  by  ani- 
mation and  explanations  are  offered  for  the 
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dilating  pupil,  deepening  coma,  progressive 
hemiparesis  and  ultimate  decerebration  that  may 
be  encountered. 

A few  salient  points  involved  in  an  under- 
standing of  brain  damage,  incomplete  as  that 
understanding  presently  may  be,  are  then  elab- 
orated. 


In  conclusion  film  strips  are  included  from 
actual  procedures,  illustrating  the  solution  of 
practical  problems. 


Figure  1 

Illustration  to  indicate  the  general  course  of  the  vessels  of 
supply  to  the  scalp  and  the  placement  of  incisions  which  will 
not  interrupt  nutrition  of  the  scalp. 


Figure  2 

Basilar  fractures  of  the  middle  fossa,  illustrating  interruption 
of  the  peripheral  branches  of  the  5th  nerve  and  of  the  7th  and 
the  8th.  Fracture  lines  in  the  anterior  fossa  may  interrupt  the 
olfactory  tracts  leading  to  anosmia.  Fractures  in  the  posterior 
fossa  interrupt  the  hind  cranial  nerves  very  infrequently. 


Figure  3 

The  disposition  of  the  branches  of  the  middle  meningeal  artery. 
There  is  illustrated  a tear  of  the  ascending  parietal  branch,  which 
may  lead  to  the  difficulty  illustrated  in  Figure  4. 


Figure  4 

Typical  location  of  a middle  meningeal  hemorrhage  in  the 
temporal  region. 


Figure  5 

This  is  the  artist’s  conception  of  an  encapsulated  subdural 
hematoma,  lying  in  the  parietal  region  displacing  the  underlying 
hemisphere  and  causing  secondary  shift  of  the  hemisphere  under 
the  free  edge  of  the  falx  and  herniation  of  the  brain  stem  through 
the  tentorial  opening. 
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Questions  and  answers  following  Dr.  Evans' 
paper  on  Acute  Head  Injury 

Question:  Do  you  always  redrape  after  the 
initial  skin  preparation  and  debridement? 

Dr.  Evans:  Yes,  if  the  wound  is  frankly  con- 
taminated we  redrape.  This,  I realize  gilds  the 
lilly  a bit  but  under  the  circumstances  in  which 
we  are  working  where  we  are  responsible  for 
the  training  of  people  we  feel  that  we  have  to 
use  as  detailed  a procedure  as  we  can.  I know 
that  I have  myself,  I’m  sure,  short-cut  many 
of  the  steps  that  I was  taught  during  my  period 
of  training.  Sometimes  if  a wound  is  a perfectly 
fresh,  non-contused  affair,  we  may  not  do  so.  It’s 
a matter  of  individual  judgment. 

Comment  by  Dr.  Bucy:  One  of  the  areas  in 
which  Doctor  Evans  has  had  a great  deal  of 
interest  and  which  he  has  not  discussed  here 
at  all,  I think  he  might  comment  on  advantage- 
ously, is  the  subject  of  the  importance  of  cerebral 
edema  in  the  head  injury  problem  and  its  proper 
treatment. 

Dr.  Evans:  This  is  a very  difficult  and  compli- 
cated problem  but  one  of  tremendous  import- 
ance. Much  of  the  difficulty  that  occurs  follow- 
ing a head  injury  is  of  a mechanical  nature  re- 
sulting from  the  space  consuming  action  of  clots. 
Such  action  produces  shifts  of  the  brain  sub- 
stance under  the  falx  and  down  through  the 
tentorial  opening  forcing  the  mid-brain  region 
down  into  the  posterior  fossa  like  a cork  in  a 
bottle-top.  But  it’s  very  important  to  recognize 
that  there  are  early  pressure  changes  which  are 
not  due  to  edema  because  there  simply  hasn’t 
been  time  for  edema  to  develop.  The  develop- 
ment of  edema  is  a progressive  process  that  goes 
on  primarily  in  the  white  matter,  to  a lesser 
extent  in  the  gray,  and  it  takes  time  for  this 
to  develop.  It  certainly  is  initiated  early  and 
progresses  in  the  course  of  the  next  twenty- 
four  and  forty-eight,  finally  reaching  a maximum 
in  roughly  seventy-two  hours.  Now,  what  is  it 
due  to?  Initially  the  increases  in  pressure  reflect 
disturbances  of  the  vascular  bed  and,  as  shown 
by  Langfitt  in  Philadelphia  and  by  Ishii  in  our 
laboratories,  are  due  to  vasoparesis.  These  dis- 
turbances are  not  focal  and  are  not  localized  to 


one  hemisphere  or  one  portion  of  the  brain  but 
are  generalized.  Such  circulatory  changes  un- 
doubtedly facilitate  the  development  of  edema, 
either  generalized,  or  is  often  the  case  when 
injury  is  local,  focal.  The  greatest  danger  comes 
when  asymmetrical  lesions  develop,  as,  for  ex- 
ample, the  edema  seen  under  an  epidural  or  sub- 
dural clot.  The  changes  come  about  primarily 
in  the  glia  of  the  white  matter.  We  are  trying 
to  get  a better  understanding  of  what  these 
changes  are  in  a biochemical  sense.  I don’t  think 
that  we  have  full  answers  as  yet  about  the  best 
forms  of  therapy.  Certainly  the  physician’s  re- 
sponsibility is  to  try  to  re-establish  as  promptly 
as  possible  the  most  normal  physiological  condi- 
tion. This  is  why  I made  the  reference  to  Doctor 
Farrington’s  board  for  changing  the  position  of 
the  unconscious  patient  so  that  the  airway  can  be 
better  maintained  in  the  semi-prone  position. 


There  is  no  question,  in  my  mind  that  hypoxia 
sets  the  stage  for  the  development  of  swelling  of 
the  glia.  Therefore,  from  a therapeutic  point  of 
view  the  provision  of  an  adequate  airway  is  one 
of  the  most  essential  aids  that  one  can  offer  the 
patient.  Shock  must  be  rectified  because  poor 
nutrition  to  the  brain  again  facilitates  the  de- 
velopment of  edema.  Asymmetrical  lesions  that 
can  be  reached  surgically  were  shown  in  the  film. 
What  can  one  do  about  the  changes  in  the  white 
matter  itself? 


We’re  all  accustomed  to  thinking  of  using  the 
shrinking  agents  such  as  urea  or  Mannitol  and, 
indeed,  these  do  have  a certain  transient  effect. 
They  have  their  effect  simply  by  removing  the 
extra-cellular  fluid  and  to  some  extent  the  cere- 
brospinal fluid  from  within  the  intracranial  cav- 
ity so  that  these  agents  may,  on  occasion  play 
a life  saving  role  prior  to  surgery  or  other  well 
directed  therapy,  they  are  not  rectifications  of 
the  primary  problem.  I’m  hopeful  that  as  time 
goes  on  and  we  understand  better  the  biochem- 
ical processes  involved  we  may  be  able  to  reverse 
these  changes.  Ishii,  one  of  our  co-workers,  has 
shown  that  in  the  monkey  the  administration 
of  nucleotides,  substances  that  have  an  important 
place  in  the  cellular  metabolic  cycle,  may  lead  to 
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some  improvement  following  experimental  brain 
compression.  Presumably  there  is  a reversal  of 
cellular  processes  which  become  disturbed  when 
the  membranes  of  the  glial  cells  are  disrupted 
either  through  direct  trauma  or  secondary  to 
disturbances  in  the  circulation. 

Question:  What  are  your  criteria  for  the  use  of 
drains  in  subdurals  and  epidurals? 

Dr.  Evans:  I,  personally,  do  not  use  drains  in 
the  handling  of  epidural  hematomas  unless  the 
field  happens  to  be  quite  wet  and  then  I would 
use  a Penrose  brought  out  through  a separate 
stab  wound.  In  subdurals,  likewise,  I do  not  rou- 
tinely use  drains  because,  having  grown  up  in 
the  pre-antibiotic  era,  infections  terrify  me  and 
I think  any  maneuver  that  establishes  external 
communication  offers  a chance  of  contamination. 
Therefore,  I don’t  use  drains  routinely.  I realize 
that  many  people  do  and  I’ve  occasionally  had 
trouble  with  recurrent  clots  and  had  to  operate 
a second  time.  Under  such  circumstances  I’m  in- 
clined to  use  a drain. 

Dr.  Kemp  Clark:  Would  you  comment  on  the 
“growing  fracture”  or  leptomeningeal  cyst  in 
children? 

Dr.  Evans:  Yes,  I’m  glad  that  Doctor  Clark  has 
brought  up  this  problem  for  discussion.  This  is 
a situation  that  sometimes  leads  to  trouble.  The 
skull  of  a child  is  so  malleable  that  it  will  often 
spring  open  and  as  it  springs,  the  brain  will  be 
driven  into  the  area  of  the  fracture  and  the  dura 
and  leptomeninges  may  be  caught  as  the  skull 
buckles  back  into  its  normal  position.  Under 
these  circumstances  there  may  develop  a cere- 
brospinal communication  and  the  pulsation  of  the 
cerebrospinal  fluid  will  widen  the  fracture  lines 
so  that  sometimes  to  one’s  great  surprise,  if  one 
hasn’t  checked  radiologically  in  the  intervening 
months,  one  may  find  a very  wide  defect.  And, 
of  course,  there  may  be  associated  dural  erosion. 
I think  most  people  who  become  familiar  with 
this  situation  recognize  that  the  repair  of  the 
dura  is  essential  to  prevent  any  further  protru- 
sion of  cerebral  substance.  The  dural  repair  may 
require  the  use  of  a graft. 

Question:  There  still  seems  to  be  a controversy 
on  the  place  of  lumbar  puncture.  That  is,  the  De- 
partments of  Medicine  and  Pediatrics  do  them 
liberally.  Neurosurgeons  advise  caution.  What  is 
the  risk  in  head  injuries?  Is  the  information  worth 
the  risk? 


Dr.  Evans:  This  is  a sticky  question.  We  once 
reviewed  ten  cases  of  “lumbar  puncture  deaths 
in  head  injury  patients.”  One  of  these  deaths  oc- 
curred as  the  patient  was  being  turned  on  his 
side  to  have  the  lumbar  puncture.  The  point  is 
that  very  often  at  the  time  one  does  the  lumbar 
puncture  the  patient’s  condition  may  be  critical. 
Was  subsequent  exodus  inevitable  or  did  the 
puncture  contribute  is  a real  question.  Doctor 
Ryder,  who  worked  with  our  group  when  I was 
in  Cincinnati  years  ago,  performed  in  many  cases 
combined  ventricular  and  lumbar  puncture  con- 
tinuous recordings.  Of  some  ten  or  a dozen  cases 
that  we  studied  in  this  fashion  there  was  only 
one  in  which  there  developed  a discrepancy  be- 
tween the  intraventricular  and  the  lumbar  punc- 
ture pressures  such  as  to  suggest  that  the  release 
of  fluid  in  the  lumbar  area  had  permitted  a 
downward  displacement  of  the  mid-brain  with 
resultant  plugging  at  the  incisural  opening.  I 
don’t  think  I can  give  an  absolute  answer,  but  I 
still  think  that  one  must  be  very  cautious  about 
this.  I’ve  had  the  experience  of  studying  a cere- 
bellar abscess  where  the  Pediatric  Service  had 
done  punctures  before,  had  not  analyzed  the 
fluid  carefully  and  so  because  of  the  possibility 
of  a cerebellar  abscess  I had  felt  obliged  to  do 
a lumbar  puncture.  This  patient  died  shortly 
after  the  puncture  and  I’ve  always  felt  that  death 
may  have  resulted  from  brain  stem  herniation  at 
the  foramen  magnum.  Until  we  have  clearer  neg- 
ative evidence  on  the  matter,  I believe  we  must 
continue  to  be  cautious  in  head  injury  patients 
about  the  indiscriminate  use  of  lumbar  puncture, 
and  particularly  about  the  rapid  withdrawal  of 
more  than  enough  fluid  to  get  a pressure  mea- 
surement and  necessary  information  on  the  state 
of  the  fluid. 

Question:  There  is  laboratory  evidence  that 
steroids  decrease  ventricular  pressure  and  brain 
bulk,  presumably  edema,  in  tumor  and  traumatic 
brain  swellings.  What  further  evidence  do  you 
think  we  should  obtain? 

Dr.  Evans:  Well,  in  the  first  place  I’m  not  sure 
which  study  is  being  referred  to.  I,  however, 
would  like  to  see  some  clear  evidence  in  the  ex- 
perimental animal  that  there  is  a correlation  be- 
tween reduction  of  intracranial  pressure  and 
histological  improvement.  Perhaps  as  we  get  a 
little  smarter  about  biochemical  analyses,  an  as- 
sociated biochemical  improvement  might  be  ob- 
tained as  well. 
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EVALUATION  AND  MANAGEMENT  OF 
LINEAR  AND  DEPRESSED  SKULL  FRACTURES 


P ATIENTS  do  not  die  of  fractured  skull  — 
they  do  die  from  intracranial  bleeding,  shock 
and  cerebral  edema.  “It  is  the  fractured  skull 
which  is  exhibited  in  our  museums,  not  the  dam- 
aged brain.  But,  what  has  happened  to  the  skull 
is  of  far  less  moment  than  what  has  happened  to 
the  brain,  and  this  has  been  given  less  study’ 
(Cushing).  The  gravity  of  a head  injury  depends 
on  the  degree  of  damage  to  the  brain.  Autopsies 
performed  on  traffic  accident  victims  reveal  head 
injuries  to  be  the  most  common  cause  of  death, 
though  fatal  cerebral  injury  has  been  reported 
without  skull  fracture  in  at  least  25%  of  these 
cases.  A skull  fracture,  however,  is  an  indication 
and  graphic  record  of  injury  due  to  significant 

Division  of  Neurological  Surgery,  Barrow  Neurological  Institute 
of  St.  Joseph’s  Hospital,  Phoenix,  Arizona. 

Presented  at  “Seminar,  The  Management  of  Head  Injuries” 
Barrow  Neurological  Institute  of  St.  Joseph’s  Hospital  at  Del 
Webb’s  TowneHouse,  Phoenix,  Arizona,  November  24-25,  1967. 


force,  and,  its  location  gives  a clue  to  the  nature 
and  severity  of  the  impact  to  the  head.  The 
intact  scalp  absorbs  tremendous  energy  so  that 
425  pounds  to  over  900  pounds/square  inch  may 
be  necessary  to  produce  a fracture  (individual 
differences ) . 

Some  History  To  Advancement  In 
Head  Injuries: 

1.  Sharpened  prehistoric  flints  have  been  used 
for  trephination  on  the  skull  in  modern  day  and 
completion  of  same  able  to  be  executed  within 
35  to  50  minutes. 

2.  1600  B.C.  — Edwin  Smith  Papyrus  trans- 
lated by  J.  H.  Breasted,  is  mainly  surgical. 
Among  the  findings  are  those  reported  of  27 
head  injuries,  including  cranial  fractures,  gashes 
in  the  skull  by  sword  strokes,  fractures  and  in- 
juries of  the  nose,  the  lower  jaw,  and  the  temp- 
oral bone.  Feeble  pulse  and  fever  were  noted  in 
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hopeless  head  injuries,  and  deafness  in  fracture 
of  the  temporal  bone. 

3.  1296  A.D.  — in  the  chapter  on  symptoms  of 
fracture  of  the  skull  in  “Cirurgia  Magna,”  Lan- 
franci  of  Milan,  a teacher  in  Paris,  was  the  first 
to  describe  concussion  of  the  brain,  same  being 
accounted  a classic  description. 

4.  1657  — Wepher,  in  describing  subdural 
hemorrhage,  called  it  a cyst  of  blood  beneath 
the  dura. 

5.  Nicolas  Saurotte  ( 1741-1814 ) described 
neighborhood  symptoms  in  cerebral  compres- 
sion by  blood  clots,  noting  cerebral  wounds  to 
be  most  dangerous  at  the  base  and  least  so  in 
the  fore-brain. 

6.  1839  — Laugier  noted  watery  discharge 
from  the  ear  with  petrous  fracture. 

7.  1854  — Von  Bruns  described  the  elasticity 
of  the  skull. 

8.  1873  — Felizet  reported  that  fractures  result 
from  a flattening  of  the  curved  surface  of  the 
skull  upon  impact. 

9.  1900  — Borden’s  monograph  described  the 
use  of  X-ray  in  the  field  during  the  Spanish- 
American  War,  including  a penetrating  bullet 
wound  of  a soldier’s  head,  the  intracranial  posi- 
tion of  the  missile  resulted  in  proper  treatment, 
with  recovery  of  the  patient. 

10.  1913  — Luckett  noted  a case  of  traumatic 
pneumocephalus  (aerocele)  proved  by  X-ray 
examination. 

History  To  Be  Taken 
Whenever  Possible: 

Events  that  caused  the  accident  in  detail. 

Disability  suffered  immediately  after  the  acci- 
dent. 

Evaluation  of  pre-traumatic  mental  and  psy- 
chologic characteristics,  e.g.,  exaggerating,  neu- 
rotic, psychotic,  malingering. 

Any  other  accidents  and  degree  of  recovery 
and  residuals  therefrom  before  or  after  the  one 
in  question. 

What  degree  of  work  or  activity  was  able  to 
be  carried  out  prior  to  the  traumatic  experience 
— how  altered  by  the  accident,  for  how  long  a 
time  total,  partial,  when  stationary  and  back 
toward  pre-accident  status. 

Skull  X-Rays: 

When  foreign  body  or  a depressed  skull  frac- 
ture is  suspected  immediate  X-ray  is  indicated. 
However,  as  a screening  procedure,  it  is  of 


questionable  merit  in  the  immediate  post-trau- 
matic period  when  moving  the  patient  may 
cause  further  intracranial  hemorrhage.  Clinical 
evaluation  and  treatment  of  shock  takes  prece- 
dence at  all  times. 

Three  groups  of  patients  who  do  not 
need  emergency  X-rays: 

1.  One  who  has  been  struck  on  the  head,  with 
or  without  associated  period  of  unconscious- 
ness, and  who  has  fully  responded  and  has 
a normal  neurological  examination. 

2.  One  who  is  in  shock  due  to  associated  frac- 
tures, or  is  deeply  unconscious  and  needs 
frequent  aspirations  of  the  trachea. 

3.  In  children  the  X-rays  seldom  are  of  help 
and  may  make  them  more  restless  and  un- 
manageable to  handle. 

X-ray  routinely  after  skull  trauma  only: 

2nd  to  5th  day  to  confirm  the  diagnosis  sus- 
pected and  to  serve  medico-legal  purposes. 

1.  Suspected  intracranial  bleeding. 

2.  A question  of  depressed  fracture. 

3.  Location  of  foreign  bodies. 

Linear  Fractures: 

These  are  the  most  common  fractures  noted, 
the  base  being  the  favorite  site.  They  tend  to 
heal  slowly  and  rarely  demand  treatment,  except 
for  complications.  Linear  fracture  usually  occurs 
when  the  bony  skull  is  competent  to  withstand 
the  inbending  force,  but  the  rebounding  phe- 
nomenon with  outbending  forces  is  capable  to 
produce  fracture.  Eighty  per  cent  of  skull  frac- 
tures are  of  this  type  and  begin  at  the  outbend 
area  and  extend  forward  and  backward. 

Diasiatic  Fracture: 

Seen  more  commonly  in  children  and  may  be 
involved  with  another  fracture  in  the  area,  there- 
fore, look.  The  lambdoid  suture  is  most  com- 
monly involved. 

Depressed  Fractures: 

These  fractures  are  less  frequent  than  linear 
fractures,  but,  are  more  important  from  the  sur- 
gical standpoint  and  may  frequently  be  com- 
pounded. The  inner  table  is  more  commonly 
involved  than  the  outer  table,  and  this  type  of 
comminuted  and  depressed  fracture  heals  more 
slowly  and  frequently  incompletely  heals.  There 
is  often  very  little  clinical  evidence  of  brain 
injury  and  in  the  relatively  silent  areas  surgery 
may  be  deferred.  An  inward  displacement  of  only 
0.5  cm.  in  depth  is  sufficient  to  impinge  upon 
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the  brain  and  when  over  the  motor  strip  is  a 
strong  indication  for  early  definitive  elevation. 
It  has  been  noted  that  in  about  one-half  the 
cases  of  depressed  fracture  the  dura  is  not  tom, 
though  when  the  depression  is  over  0.5  cm.  there 
is  a good  probability  that  the  dura  has  been 
fractured.  The  ping-pong  fracture  of  infancy  is 
not  uncommon.  Depressed  fractures  are  about 
50%,  in  one  series,  noted  to  be  in  the  frontal  area; 
lower  mortality  rate  is  noted  here  than  else- 
where. The  mortality  rate  may  be  as  high  as 
35%  in  depressed  fractures  in  individuals  who 
remain  unconscious  for  a considerable  period 
after  injury,  and  is  associated  with  a higher  inci- 
dence of  dural  tear  and  intracranial  damage. 
Fractures  over  the  venous  sinuses  have  serious 
connotations  but  less  serious  than  those  associat- 
ed with  injuries  to  arteries.  Simple  depressed 
fractures,  extending  more  than  1 cm.  in  depth, 
should  be  elevated,  especially  if  they  overlie  the 
motor  strip  or  speech  area.  It  is  not  uncommon 
to  have  an  associated  hyperextension-hyperflex- 
ion  injury  of  the  neck,  and  in  the  unconscious 
patient  the  skull  X-ray  should  be  accomplished, 
along  with  an  AP  and  lateral  of  the  cervical 
spine. 

Basal  Skull  Fractures: 

the  vault  is  more  elastic  and  convex  and  may 
withstand  sudden  distortion.  The  base  with  its 
rigidity  is  more  vulnerable  to  injury  and  it  is  not 
uncommon  for  a fracture  to  exist  at  a vault  area 
and  extend  into  the  base.  The  dura,  being  more 
closely  attached  to  the  base  than  the  vault,  is 
more  frequently  torn  in  basal  fractures.  The 
irregular  base  of  cartilaginous  origin  presents 
three  fossae  separated  by  bilaterally  placed  sphe- 
noidal and  petrous  ridges.  The  base  does  not 
separate  into  tables,  the  thinnest  and  weakest 
part  being  the  middle  fossa  and  is  a favorite  site 
of  basal  fractures.  At  the  basal  foramina  there 
are  reinforcing  dense  bone  to  protect  traversing 
structures.  Fifty  to  seventy- five  per  cent  of  basal 
fractures  involve  the  temporal  bone  and  middle 
fossa.  Fracture  in  a fossa  is  suggested  by: 

1.  Anterior  fossa  — Supports  the  frontal  cereb- 
ral lobes  — subjunctival  hemorrhage;  epis- 
taxis;  anosmia  due  to  injury  of  the  olfactory 
receptors,  and/or  combination  of  all. 

2.  Middle  fossa  — Supports  the  temporal  lobes 
— fracture  here  is  suggested  by  otorrhea  or 
bleeding  from  the  ear  (ears);  deafness  or 


tinnitus;  peripheral  facial  paralysis;  blood 
behind  the  drum. 

3.  In  the  posterior  (cerebellar)  fossa  the  fol- 
lowing are  suggestive  — bleeding  into  the 
pharynx;  ecchymosis  at  the  base  of  the  neck 
and  behind  the  mastoid. 

Skull  Fractures  Of  Vertex: 

Fractures  here  do  not  produce  as  many  symp- 
toms on  the  part  of  the  eyes  as  do  fractures  at 
the  base  of  the  skull.  The  calvarium  (vault) 
develops  from  membranous  bone,  and  fractures 
of  this  dome-like  vault  heal  by  membranous 
union  of  callus,  therefore,  may  incompletely  oblit- 
erate in  the  healing  process.  The  vault  consists 
of  the  following  bones:  frontal  bone,  both  pari- 
etal bones,  the  squamous  portion  of  the  temporal 
bones,  occipital  bone,  and  the  greater  wings  of 
the  sphenoid  bone.  The  calvarium  has  an  inner 
and  outer  table  separated  by  the  diploe  spaces. 
Along  with  the  spherical  shape,  this  stratification 
of  the  calvarium  gives  for  greater  resistance  to 
blows  by  maximum  resisting  strength,  this  re- 
sistance being  further  increased  by  the  modify- 
ing effect  of  the  major  sutures  — coronal,  sagit- 
tal, and  lambdoidal. 

Indirect  Signs  and  Symptoms  of 
Cerebral  Injuries 

1.  Alteration  of  consciousness , (loss  of  con- 
sciousness). This  may  be  manifested  as  a 
concussion,  commonly  described  as  mild 
with  reversible  changes,  sometimes  asso- 
ciated with  retrograde  amnesia  and  disturb- 
ance of  stereognosis,  and  with  continued  in- 
ability to  concentrate. 

2.  Restlessness  — it  may  pass  off  after  hours  or 
days  and  may  be  a precursor  of  coma  or 
convulsions.  Associated  full  bladder,  over- 
looked anoxia,  associated  fractures  must  be 
compensated  for. 

3.  Involuntary  urination  and  defecation  — may 
signify  onset  of  coma. 

4.  The  intracranial  pressure  is  being  compen- 
sated or  decompensated  and  one  can  follow 
in  the  following  manner: 

Compensated  Decompensated 

Full,  slow  and  bounding  — Pulse  — rapid  and 

thready 

Similar  to  pulse  — Respiration  — irregular  and 

Cheyene-Stokes 

Below  102  degrees  — Temperature  — over  102 

degrees 
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The  pulse  pressure,  that  is  the  difference 
between  the  systolic  and  the  diastolic  blood 
pressure  recording,  can  be  an  indication  of 
a very  poor  outlook  when  the  pulse  pressure 
is  as  high  as  the  systolic  blood  pressure. 

5.  Vomiting  — usually  evidence  of  intracranial 
pressure  or  of  disturbance  in  the  vestibular 
mechanism. 

6.  Hemiplegia  — if  paralysis  is  equal  in  the 
arms,  face  and  leg,  the  lesion  is  likely  to  be 
a lacerating  one  or  at  least  associated  with 
subcortical  change. 

7.  Hemianesthesia  — not  good  for  following 
course. 

8.  Convulsions  — often  early  and  if  focal  may 
suggest  motor  area  and  extradural  hemorr- 
hage; early  convulsion  does  not  necessarily 
indicate  a bad  or  a favorable  prognosis. 

9.  Polyuria  and  polydipsia  — injury  to  stalk  of 
hypophysis  or  region  of  tuber  cinereum. 
Transient  glycosuria  is  seen  with  brain  stem 
or  third  ventricle  region  injury.  Early  onset 
seems  to  carry  a less  favorable  prognosis. 

Lumbar  Puncture: 

Normal  lumbar  puncture  pressure  does  not 
rule  out  intracranial  hematoma.  A lumbar  punc- 
ture in  a comatose  patient  in  whom  head  injury 
must  be  excluded  is  indicated,  e.g.,  diagnose 
meningitis,  encephalitis,  etc.  On  lumbar  punc- 
ture a low  pressure  and  high  protein  is  considered 
a serious  sign. 

Lumbar  Puncture  Contraindicated  In  The 
Following  Situations: 

1.  Increased  intracranial  pressure  as  noted  by 
presence  of  papilledema. 

2.  Progressive  intracranial  hypertension  with 
associated  bradycardia. 

3.  Sign  of  tentorial  pressure  cone  — dilated 
same  side  pupil  with  Babinski  bilaterally. 

4.  Sign  of  foramen  magnum  pressure  cone  — 
stiff  neck,  nystagmus,  dysmetria,  dyssnergia, 
ataxia,  hypotonia,  possible  respiratory  de- 
pression or  irregularity  of  respiration. 

5.  Significant  shift  of  pineal  by  X-ray  — 4 mm. 
or  greater  is  significant. 

Neurologic  Examination  And 
Management: 

1.  Response  to  stimuli  can  be  classified  as 
follows  for  easy  understanding  of  all  observ- 
ing of  the  patient: 


(a)  Sleepy  — easily  aroused. 

(b)  Stuporous  — confused,  faulty  recogni- 
tion, may  carry  out  simple  command 
after  coaxing. 

(c)  Semi-coma  — responsive  to  noxious 
stimuli,  responses  may  be  purposeful, 
but  unable  to  carry  out  commands. 

(d)  Coma  — unresponsive  to  all  stimuli; 
are  reflexic  except  for  direct  tracheal 
cough  reflex. 

2.  Pupils  — minor  inequalities  may  come  and 
go  and  if  transient  are  unimportant.  PUPIL- 
LARY CHANGE  IS  THE  KEY  OBSERVA- 
TION TO  BE  MADE,  THEREFORE, 
AVOID  MYDRIATICS  OR  CYCLOPLEG- 
ICS,  INCLUDING  MORPHINE.  Change 
coming  on  sometime  after  injury  and  of  a 
progressive  nature  carries  a greater  note  of 
warning  to  the  observer.  The  dilated  and 
fixed  pupil  becomes  one  of  the  EARLIEST 
clinical  signs  of  herniation.  Unilateral  dilat- 
ed pupil  may  be  presumptive  of  a surgical 
mass  lesion.  Bilateral  dilated  and  fixed  pupil 
most  commonly  indicates  a hopeless  situa- 
tion. 

3.  Hemiparesis  — immediately  evident  often 
due  to  cerebral  contusion.  Minor  speech 
aphasia  — may  be  valuable  initial  observa- 
tion. 

4.  Reflexes: 

a.  ( 1 ) Early  decerebrate  or  decorticate  — 

brain  stem  injury. 

(2)  Later  surgical  investigation  of  dy- 
namic process. 

b.  Bilateral  Babinski  — not  uncommon. 

5.  Eye  movements  — the  relatively  mild  head 
injury  when  one  sees  “stars”  to  the  severe 
trauma  and  associated  unconsciousness  may 
produce  symptoms  mirrored  in  the  eye 
mechanisms.  Trauma  to  the  head  with  asso- 
ciated ocular  signs  in  general  indicates  the 
injury  to  be  serious.  Eye  muscle  signs  usual- 
ly disappear  by  1 year  after  injury,  but 
regeneration  recovery  of  the  III  nerve  may 
be  partial  and  misdirected. 

6.  Facial  movements:  Peripheral  — fracture  of 
the  base  of  the  skull  or  distal  should  be 
noted,  and  its  onset  early  or  late  be  record- 
ed when  its  appearance  is  noted.  Central 
facial  paresis,  the  lower  face,  is  to  be  re- 
corded as  distinguished  from  a peripheral 
facial  paresis.  The  facial  (VII  cranial  nerve) 
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and  the  auditory  (VIII  cranial  nerve)  are 
possibly  more  frequently  involved  in  basal 
fractures  than  are  the  motor  nerves  to  the 
eyes. 

7.  Vestibular  Mechanism  Disturbance:  May  be 
indicated  by  vertigo,  nystagmus,  dizziness 
and  frequently  nausea  and  vomiting. 

8.  Medullary  Center  Disturbance:  May  be  in- 
dicated by  embarrassed  respiration  and  cir- 
culation. 

9.  Shock:  May  be  accompanied  by  varying 
period  of  unconsciousness,  with  eyes  closed 
and  absent  corneal  reflex.  The  pupils  fre- 
quently are  contracted,  with  variable  light 
reaction.  There  is  commonly  associated  a 
rapid  pulse,  shallow  respiration,  low  temp- 
erature, the  individual  feeling  cold,  the  skin 
being  clammy  and  pale,  and  a general  mus- 
cular lack  of  tonus. 

10.  Vital  Signs:  Most  commonly  we  are  refer- 
ring to  the  blood  pressure,  pulse,  respira- 
tion, the  pupil  size  and  equality,  and  altera- 
tion of  dynamic  change  in  the  temperature, 
and  any  change  associated  with  the  motor 
system.  A rapid  rise  in  intracranial  pressure 
in  the  order  of  appearance  produces  the 
following:  bradycardia,  a rise  in  the  systolic 
blood  pressure,  and  a slowing  of  respiration. 
A pulse  below  60  or  over  130,  respiration  of 
less  than  16  or  over  34,  or  irregular  in  type, 
or  blood  pressure  in  the  average  young 
adult  of  a systolic  over  150  or  less  than  100 
does  require  vigilance.  This  can  best  be 
carried  out  by  using  a good  graph,  to  in- 
clude the  blood  pressure,  pulse,  respiration, 
and  rectal  temperatures,  the  latter  being 
recorded  every  2 hours.  The  low  pulse  rate 
may  frequently  be  associated  with  an  en- 
larging blood  clot,  but  it  is  not  uncommon 
that  a rate  of  40  to  55  may  be  seen  in  an 
otherwise  normal,  awake  patient.  It  is  the 
deteriorization  of  the  conscious  state  or 
alteration  of  the  pupil  that,  taken  with  the 
individualization  of  signs,  may  indicate  the 
need  for  surgical  intervention.  A tempera- 
ture of  100  degrees  or  above  on  rectal  re- 
cording indicates  the  need  for  vigorous 
treatment.  A temperature  of  104  degrees 
rectally  soon  after  trauma  (hyperthermia) 
indicates  a poor  prognosis.  An  increasing 
systolic  blood  pressure  rate  in  a patient  who 
is  becoming  more  drowsy  should  alert  one 


to  the  possibility  of  an  expanding  hema- 
toma. The  blood  pressure,  pulse  and  res- 
piration should  be  recorded  until  stabilized. 
Usually  the  pulse  rate  will  rise  to  a normal 
level  within  10  days,  once  stabilization  is 
occurring,  along  with  compensation. 

11.  Nutrition  and  Fluids:  Individualized  by  use 
of  I.V.’s,  nasogastric  tube,  intake  and  output, 
temperature,  etc.  Suffice  it  to  say  that  the 
patient  requires  nasogastric  suction,  and 
will  need  electrolyte  following.  The  intake 
may  be  adequate,  but  one  must  have  an 
adequate  output  record  and  the  use  of  an 
indwelling  catheter  in  this  regard  will  be 
of  help. 

12.  Otorrhea  and  Rhinorrhea:  All  meddling 
should  be  avoided  and  protection  with  ster- 
ile gauze  to  absorb  drainage  is  all  that  is 
indicated.  One  note  of  caution  should  also 
be  added  and  that  it  is  an  erroneous  diag- 
nosis of  bleeding  from  the  nose  and/or  ear, 
when  the  blood  really  has  run  in  from  the 
outside. 

13.  One  man  must  be  in  charge  in  team  care, 
e.g.,  neurological  surgeon,  orthopod,  urolo- 
gist, general  surgeon,  chest  surgeon,  intern- 
ist, etc.  The  avoidance  of  the  use  of  MOR- 
PHINE, the  usefulness  of  DEMEROL,  or 
one  of  the  newer  non-depressing  synthetic 
drugs  might  be  considered.  The  control  of 
seizures  will  be  of  help.  Occasionally  the 
use  of  a drying  agent,  such  as  Atropine, 
will  be  needed.  In  the  use  of  steroids  I 
would  add  the  admonition  that  any  drug 
may  add  one  more  complicating  factor  so 
be  sure  you  are  not  using  a two-edged 
sword  that  is  cutting  with  both  edges.  Even 
Dilantin  may  give  a picture  resembling 
jaundice  in  some  individuals.  The  use  of 
antibiotics,  the  tetanus  and  gas  antitoxin, 
in  a particular  case  must  be  individualized. 
Headache,  if  persistent  in  an  individual  who 
otherwise  seems  to  cooperate,  might  be  re- 
lieved by  lumbar  puncture.  However,  the 
use  of  lumbar  puncture  in  the  presence  of 
otorrhea  and  rhinorrhea  does  carry  the  dan- 
ger of  infection. 

14.  Good  nursing  care:  The  patient  should  be 
turned  every  2 hours  day  and  night,  unless 
contraindicated  by  other  injuries.  Protec- 
tion of  pressure  areas  is  a must. 
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Surgical  Management: 

This  should  be  individualized  and  personalized 
for  the  best  care  of  the  individual  patient.  About 
12%  of  auto  head  injury  needs  surgical  treatment 
and  an  additional  5 to  8%  may  need  operative 
intervention  for  the  diagnosis  of  post-traumatic 
complications  or  repair  of  skull  defects.  Progres- 
sive impairment  of  the  state  of  consciousness  is 
one  of  the  cardinal  indications  for  surgical  inter- 
ference. If  there  is  increasing  deterioration  of  the 
state  of  consciousness  and  lateralizing  signs  are 
absent,  exploration  at  or  about  a fracture  line  is 
definitely  indicated.  Coma  over  48  hours  may 
be  indication  to  proceed  with  arteriogram. 
Indications  against  surgical  intervention: 

1.  Presence  of  surgical  shock. 

(N.B.:  children  may  without  loss  of  con- 
sciousness or  defect) 

2.  Minor  simple  depression  inner  table  frac- 
ture over  major  dural  sinus. 

3.  Widely  dilated  fixed  pupils  with  irregular 
respiration  and  thready  pulse. 

Indications  for  surgical  intervention: 

Focal  Neurologic  Findings:  If  developing  may 
indicate  need  to  operate  but  mode  of  appear- 
ance over  12-24  hours  may  be  important  for  clot. 

1.  Progressive  impairment  of  consciousness  — 
burr  hole  over  the  fracture. 

2.  Progression  of  neurologic  signs  — pressure 
cone. 

3.  Acute  ICP  by  intracranial  hypertension  and 
bradycardia. 

4.  Evidence  of  subacute  or  chronic  ICP  noted 
by  papilledema. 

5.  Compound  fracture  of  skull  and  penetration 
wounds  of  the  brain. 

Simple  Depressed  Fractures: 

In  most  instances  require  elevation  but  not 
necessarily  so  immediate  emergency:  (a)  cos- 
metic; (b)  relieve  local  or  general  brain  com- 
pression; (c)  prevent  development  of  later  sei- 
zures resulting  from  cortical  irritation.  Ping-pong 
fractures  may  be  easily  elevated.  Comminuted 
fractures  extensively  fragmented  require  more 
care  and  preservation  of  large  fragments  with 
periosteal  attachment.  Dura  tears  should  be 
closed.  Depressed  fractures,  with  intact  scalp, 
are  treated  as  closed  head  injuries  and  corrected 
more  electively. 

Head  Injuries  In  Children: 

What  appears  to  be  a relatively  mild  blow  to 
a child  may  produce  a picture  of  a child  who  is 


pale  and  unresponsive;  seizures  may  develop  and 
frequently  vomiting  occurs;  vital  signs  may  be 
extremely  labile,  therefore,  the  need  for  vigilance 
to  improvement  or  surgical  intervention. 

Depressed  Fractures  In  Children: 

Because  of  the  rapid  growth  of  the  brain  dur- 
ing the  first  2 years  of  life,  it  is  particularly 
important  to  elevate  all  depressed  fractures  as 
soon  as  possible  to  avoid  interference  with 
growth  and  the  establishment  of  epileptogenic- 
focus.  Newborn  infants  tolerate  elevation  ex- 
tremely well  and  these  fractures  do  not  reduce 
themselves  spontaneously.  A local  anesthetic  may 
be  all  that  is  needed.  In  the  older  infant  and 
child  a general  anesthetic  is  used.  If  no  com- 
pounding fracture,  the  bone  fragments  are  used 
for  autogenous  cranioplasty. 

Other  helps  in  the  aid  of  management 
of  skull  fractures: 

Include  echoencephalogram,  electroencephalo- 
gram, and  the  brain  scan.  These  have  a place,  but 
not  commonly  in  the  acute  phase  do  they  all 
prove  to  be  of  help.  The  echoencephalogram  may 
be  misleading  in  bilateral  subdural  hematomas 
and  this  author  has  had  the  experience  of  over- 
looking bilateral  subdural  hematomas  in  a pa- 
tient when  echoencephalograms  were  first  being 
introduced  to  the  area.  On  other  occasions  it 
has  been  a help  in  following  the  course,  follow- 
ing evacuation  of  unilateral  subdural  hematoma, 
and  the  necessity  for  a secondary  operation  was 
brought  about  by  the  proper  interpretation  of  the 
echoencephalogram.  The  brain  scan,  if  correctly 
interpreted,  may  be  of  some  help.  The  electro- 
encephalogram in  the  first  3 or  4 days  following 
severe  brain  injury  has  not  been  of  any  great 
help.  It  has  been  noted  by  some  observers  that 
it  will  be  of  aid  in  50%  of  subdural  hematomas. 
My  own  personal  experience  has  been  that  the 
patient  may  harbor  a unilateral  or  a bilateral 
subdural  hematoma  and  be  reported  in  such 
manner  that  no  information  or  conclusions  can 
be  drawn,  other  than  the  fact  that  a tracing  was 
made. 

Conclusions: 

The  treatment  of  the  linear  and  depressed 
skull  fracture  demands  the  utmost  interest  and 
attention  of  the  first  line  of  defense,  namely,  the 
emergency  room  and  its  attendants  therein.  The 
judgment  of  the  nurses  and  the  doctors  in  their 
vigilance  and  the  combined  interests  of  multiple 
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services  brings  about,  in  most  instances,  a very 
acceptable  and  satisfactory  result.  We  are  talk- 
ing about  people  where  a miss  is  as  good  as  a 
mile  and  Brownie  points  are  not  given,  as  in 
closeness  in  the  game  of  horseshoe.  Recognition 
of  the  multiple  injured  individual  may  be  life- 
saving when  the  correct  course  is  followed. 


Questions  and  answers  relating  to 
Dr.  Hoffmann's  paper. 

Question:  How  adequate  is  physical  examina- 
tion in  determining  skull  fracture?  Is  percussion 
of  the  skull  to  be  relied  upon  in  absence  of 
X-ray? 

Dr.  Hoffmann:  I don’t  think  an  individual 
should  make  a diagnosis  of  fracture  of  the  skull 
by  palpation  alone.  One  can  get  a false  impres- 
sion very  easily.  Percussion  is  not  very  reliable 
for  this  either.  Now  I don’t  feel  confident  of  any- 
thing unless  I personally  observe  the  patient 
and  then  I sometimes  distrust  myself.  Roentgen 
studies  are  necessary  to  establish  this  diagnosis. 

Question:  Do  you  have  an  opinion  on  electro- 
encephalography in  head  injury? 

Dr.  Hoffmann:  I now  rely  less  on  electroen- 
cephalography than  I did  before.  I think  that 
the  electroencephalogram  sooner  than  four  days 
is  not  any  help.  In  bilateral  subdural  hematoma, 
I’ve  had  the  experience  of  the  electroencephalo- 
gram being  reported  as  negative  and  I’ve  also 
had  the  experience  of  having  the  echoencephalo- 
gram  reported  negative  or  similar  and  brain 
scan,  at  least  in  subdural  hydromas,  in  my  ex- 
perience, has  been  of  no  help.  Again,  the  reli- 
ability of  credibility  of  the  interpretor  is  the 
important  one  to  rely  on.  Maybe  you  can  make 
a judgment  on  it.  I think  that  the  clinical  status 
of  the  patient  still  is  the  important  one. 

Question:  When  do  you  do  a spinal  tap  in  head 
injury? 

Dr.  Hoffmann:  Well,  I think  that  there  are  a 
few  times  when  a spinal  tap  might  be  done  in  a 
head  injury.  I think  that  the  patient  who  shows 
a change  in  neurologic  status  might  be  an  indi- 
cation and  also  when  there  is  trouble  in  deciding 
whether  your  patient  has  an  acute  head  injury 
or  comatose  because  of  meningitis.  A low  spinal 
fluid  pressure  does  not  mean  that  the  patient  is 
without  intracranial  hemorrhage  or  hematoma. 
If  you  take  the  first  tube  and  tape  it  to  the  head 
of  the  bed  with  the  date  on  it,  subsequent  taps 
will  indicate  if  the  fluid  is  clearing. 
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SUBDURAL 
HEMATOMAS 
IN  ADULTS 


Paul  C.  Bucy,  M.D. 
and 

H.  R.  Oberhill,  M.D. 


1 NTRACRANIAL  post-traumatic  hematomas, 
of  course,  may  occur  in  any  age  group  and  may 
result  from  injuries  varying  from  those  of  ex- 
treme severity  to  those  of  almost  negligible  mom- 
ent. In  fact,  at  times  the  injury  may  be  so  minor 
that  the  patient  is  unable  to  recall  the  precipitat- 
ing incident.  The  most  common  hemorrhages  in 
this  category  are  the  extra-dural  hematomas  and 
the  subdural  hematomas,  of  which  the  subdural 
variety  is  definitely  and  fortunately  the  more 
frequent. 

We  shall  limit  our  consideration,  at  this  time, 
to  the  problem  of  subdural  hematomas  and  more 
specifically  to  those  occurring  in  adults  — be 
they  acute,  subacute,  or  chronic  — as  those  oc- 
curring in  children  are  in  several  respects  pecu- 
liar in  various  ways. 

The  acute  subdural  hematoma  bears  a very 
grave  prognosis,  despite  early  operative  interven- 
tion, because  the  central  nervous  system  with- 
stands rapid  compression  very  poorly.  Why  is 
this  true?  With  slowly  progressive  compression 
the  brain  molds  itself  to  the  expanding  mass. 
Fluid  is  gradually  compressed  from  the  tissues 
and  the  vascular  bed  accommodates  itself  to 
the  compression.  With  acute  hemorrhages  there 
is  not  time  for  such  accommodation.  The  vas- 
cular bed,  particularly  the  veins  with  their  low, 
often  negative  pressure,  are  compressed  and  ob- 
structed and  as  a result  the  tissues  become 
swollen  still  further  by  edema  and  hemorrhage 
compromising  the  available  intracranial  space 
and  interfering  with  cerebral  function.  Soon  the 
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brain  stem  is  compressed  where  it  passes  through 
the  incisura  of  the  tentorium  of  the  cerebellum, 
the  veins  of  the  midbrain  become  obliterated  and 
the  resulting  torsion,  of  the  brain  stem,  the 
hemorrhage  and  edema  within  it  result  in  un- 
consciousness and  a decerebrate  state  from  which 
the  patient  commonly  is  unable  to  recover.  In 
some  instances  severe  direct  laceration  and  con- 
tusion of  the  brain  from  the  original  injury  also 
contribute  to  the  patient’s  serious  condition. 

With  acute  subdural  hematomas  the  symptoms 
appear  shortly  after  the  injury  and  consist  chiefly 
of  a deepening  coma  and  the  development  of 
signs  of  focal  or  diffuse  neurological  deficit.  This 
group  of  cases  is  indeed  a most  discouraging  one. 
Nevertheless,  every  available  means  must  be 
utilized  in  the  effort  to  salvage  the  occasional 
patient  who  can  be  saved.  If  life  is  to  be  saved 
and  serious  sequelae  are  to  be  avoided  prompt 
evacuation  of  the  hematoma,  arrest  of  the  bleed- 
ing and  a large  decompression  to  accommodate 
the  massive  edema,  which  so  commonly  follows 
acute  compression  of  the  brain,  are  imperative. 

The  subacute  subdural  hematoma  is  definitely 
a less  malicious  affair,  but  still  mortality  may 
be  as  high  as  25%.  This  lesion,  traumatic  in  origin, 
usually  results  from  laceration  of  the  cerebral 
surface,  particularly  in  the  temporal  or  frontal 
region,  or  tearing  of  the  bridging  veins  entering 
the  dural  sinuses  or  a combination  of  both.  Often, 
the  resulting  bleeding  may  be  minor,  compara- 
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tively,  may  then  resolve  and  the  patient  recover. 
In  others  not  so  fortunate,  the  bleeding,  now 
presumably  and  probably  stopped,  may  begin 
to  produce  symptoms  a week  or  more  after  in- 
jury. Patients  will  have  shown  improvement  from 
the  immediate  injury  only  to  deteriorate  after 
this  period  of  roughly  a week  or  more,  with 
headache,  personality  change,  dulling  of  sen- 
sorium  and  likely  focal  neurologic  signs  of  cereb- 
ral compression.  The  blood  in  its  foreign  location 
in  this  subdural  space  breaks  down  to  form  a 
dark  red-brown  or  yellowish  fluid  of  high  os- 
motic pressure  inside  a tissue-reactive  membran- 
ous capsule  and  progressively  increases  in  vol- 
ume via  the  semi-permeable  membrane.  Blood 
clots  — commonly  black  in  color  and  of  varying 
size  — repose  within  this  enclosed  space.  Air 
studies,  brain  scans  using  radio-active  substances, 
or  angiography  might  well  be  utilized  to  estab- 
lish the  diagnosis  should  the  patient’s  general 
condition  be  good  enough  and  so  warrant,  but 
the  lesion  can  be  identified  directly  by  trephina- 
tion of  the  skull.  As  this  is  a simple  procedure, 
both  diagnostic  and  therapeutic,  it  is  often  advis- 
able to  proceed  with  it  at  once  without  other 
diagnostic  procedures.  The  dura  mater  appears 
dark  in  contrast  to  its  normal  pearly  gray.  When 
it  is  incised  dark  fluid  mixed  with  dark,  old  solid 
clots  will  escape.  Commonly,  the  visualized 
cortical  surface  underlying  the  hematoma  will 
be  depressed  two  or  more  centimeters  away  from 
its  normal  position  directly  against  the  dura 
mater.  The  pressure,  now  relieved,  improves  the 
patient’s  outlook  gloriously,  but  even  so,  as  has 
been  stated,  this  condition  might  bear  a 25% 
mortality.  The  prognosis  depends  upon  a great 
variety  of  factors  — the  age  of  the  patient  and 
his  general  health,  associated  injuries  elsewhere 
in  the  body,  the  promptness  and  adequacy  of 
treatment  of  the  hematoma,  etc. 

Chronic  subdural  hematomas  may  produce  no 
evidence  of  their  presence  for  weeks  or  even  a 
few  months  after  the  responsible  injury.  These 
are  the  lesions  which  may  follow  trauma  to  the 
head  of  such  minor  nature  the  patient  may  not 
recall  the  event,  although  at  times  once  pressure 
is  relieved  he  well  might.  Certainly,  more  severe 
trauma  can  also  lead  to  this  entity;  but  generally 
the  trauma  is  apt  to  be  seemingly  minor  — the 
trivial  bump  against  a kitchen  cabinet,  against 
the  door-frame  of  an  automobile,  against  a door 


in  a dark  room  — minor  bumps  anyone  might 
well  have  suffered  many  a time  during  his  life. 
It  is  also  our  impression  from  histories  of  trauma 
obtained  from  those  patients  who  did  recall 
their  blows  that  those  to  the  forehead  or  to  the 
occiput  are  more  likely  precipitating  culprits 
than  are  blows  to  the  side  of  the  head.  A history 
of  alcoholism  or  of  a bout  of  alcoholic  indiscre- 
tion also  seems  to  stand  out  — is  the  drunk  more 
likely  to  fall,  to  bump  into  objects,  to  be  in- 
volved in  angry  scuffles  or  fights  — very  likely 
so,  or  does  alcoholism  in  some  systemic  way 
contribute  to  the  development  of  chronic  sub- 
dural hematomas?  Nevertheless,  this  factor  of 
alcoholic  intake  does  seem  prominent  enough 
that  it  cannot  be  ignored.  Other  non-traumatic 
entities  are  related  to  the  development  of  chronic 
subdural  hematomas.  In  recent  years  the  most 
common  of  these  has  been  anticoagulant  therapy 
for  vascular  disease.  Such  therapy  may  also  be 
responsible  for  intracerebral  or  intraspinal  hem- 
orrhage. Such  complications  are  so  common  that 
before  anti-coagulant  therapy  is  instituted  the 
risks  of  these  and  other  potential  complications 
must  be  weighed  against  what  may  be  gained, 
as  such  therapy  is  always  prophylactive  in  char- 
acter. 

Other  less  common  contributing  factors  are 
the  purpuras,  other  blood  dyscrasias  and  the 
chronic  consumption  of  large  amounts  of  aspirin. 
Age  is  also  a factor,  as  chronic  subdural  hema- 
tomas are  certainly  more  common  in  the  older 
adults  than  in  adolescents  or  young  vigorous 
adults. 

In  any  event,  whatever  the  general  contribut- 
ing factors  may  be  — alcoholism,  anti-coagulant 
therapy,  purpura,  age  — the  precipitating  factor 
is  almost  always  a blow  to  the  head.  Usually 
this  is  direct  but  this  is  not  always  the  case.  On 
occasion  trauma  to  the  head  may  be  transmitted 
through  the  spine  by  a fall  on  the  buttocks  or  by 
a blow  to  the  body. 

Insidiously  and  subtly  symptoms  will  develop. 
Personality  change  is  one  of  the  most  common 
early  symptoms,  although  headache  is  likely  the 
most  conspicuous  early  complaint.  These  patients 
slowly  become  less  attentive,  indifferent  and  leth- 
argic. As  the  condition  progresses  it  becomes 
evident  that  their  judgment  is  less  acute,  and 
occasionally  delusions  and  hallucinations  appear. 
It  is  not  surprising,  therefore,  that  these  cases 
all  too  frequently  are  diagnosed  at  autopsy  in 
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hospitals  for  the  mentally  ill.  Less  commonly  the 
train  of  symptoms  may  be  initiated  by  a general- 
ized convulsion.  Localizing  neurological  symp- 
toms, such  as  a hemiparesis,  aphasic  disturb- 
ances (with  left  sided  lesions),  sensory  manifes- 
tations and  rarely  defects  in  the  visual  fields 
may  also  develop. 

In  general  the  diagnosis  is  not  an  easy  one 
and  rests  more  upon  the  suspicion  that  a chronic 
subdural  hematoma  may  be  present. 

In  those  cases  where  the  condition  is  not  rec- 
ognized fairly  early  more  serious  symptoms  may 
develop.  Due  to  the  slowly  progressive  com- 
pression of  the  cerebrum  the  medial  surface  of 
the  temporal  lobe  is  gradually  molded  into  the 
incisura  of  the  tentorium  cerebelli.  The  midbrain 
becomes  compressed  in  this  narrow  opening  and 
even  more  important  the  veins  which  drain  it 
become  obstructed.  As  a result  edema  of  the 
brain  stem  and  hemorrhages  into  it  develop.  The 
result  is  often  a precipitous  failure  of  conscious- 
ness, the  appearance  of  decerebrate  rigidity  and 
evidence  of  compression  of  the  3rd,  or  oculo- 
motor, nerve  on  the  side  of  the  compression. 
Frequently  the  appearance  of  a dilated  pupil  on 
one  side  as  the  earliest  sign  of  compression  of 
the  3rd  nerve  is  the  first  evidence  that  very 
serious  trouble  is  impending,  and  is  a warning 
that  emergency  decompression  and  relief  of  the 
impaction  into  the  incisura  of  the  tentorium  is 
essential  if  death  or  a prolonged  vegetative  or 
decerebrate  state  are  to  be  avoided. 

Less  commonly  herniation  of  the  temporal  lobe 
into  the  incisura  gives  rise  to  compression  of 
the  midbrain  against  the  edge  of  the  tentorium 
opposite  to  the  hematoma  and  an  occlusion  or 
thrombosis  of  the  posterior  cerebral  artery  on 
the  same  side.  This  uncommon  development 
gives  rise  to  the  confusing  neurological  picture 
of  a hemiparesis  on  the  same  side  as  the  hema- 
toma and  a homonymous  hemianopsia  on  the 
other  side. 

As  with  any  form  of  prolonged  intracranial 
hypertension  paralysis  of  the  abducens  nerve 
with  resulting  paralysis  of  the  lateral  rectus 
muscle  of  one,  or  both,  eyes  may  also  occur  and 
is  of  little  localizing  value. 

Because  of  the  slowly  progressing  course  com- 
mon to  most  chronic  subdural  hematomas  the 
diagnosis  may  be  readily  confused  with  that  of 
brain  tumor.  Indeed,  prior  to  the  common  use 


of  cerebral  angiography,  we  all  too  frequently 
made  the  correct  diagnosis  of  a subdural  hema- 
toma at  the  time  the  burr  holes  were  made  in 
the  skull  for  ventriculography  on  brain  tumor 
suspects. 

Chronic  subdural  hematoma  in  actuality  is  a 
hemorrhagic  cyst  rather  than  a hematoma,  other 
than  for  its  origin.  Injury  to  the  head  may  cause 
a small  tear  in  the  bridging  vein  or  veins  entering 
the  sagittal  dural  sinus  from  the  cerebral  hemi- 
sphere, or  of  small  vessels  on  the  cerebral  surface. 
As  a result  there  may  be  bleeding  into  the  sub- 
dural space.  This  blood  is  free  to  pass  over  much 
of  the  cortical  surface  of  one  or  both  cerebral 
hemispheres.  As  this  bleeding  is  of  venous  origin 
under  low  pressure  and  through  small  openings, 
tamponading  by  relatively  small  amounts  of 
blood  will  cause  the  bleeding  to  stop.  Clinically, 
at  this  point,  the  symptoms  are  often  trivial  or 
non-existent,  in  no  way  portending  the  ultimate 
development  of  a subdural  hematoma.  In  all 
probability  such  bleeding  is  usually  of  little 
consequence  as  the  blood  is  absorbed  and  the 
patient  recovers. 

In  those  few  who  go  on  to  develop  a subdural 
hematoma  the  blood  remains  in  this  relatively 
avascular  space.  With  the  passage  of  time  it  dis- 
integrates into  substances  of  a smaller  molecular 
structure  producing  a higher  osmotic  pressure 
than  that  of  normal  blood.  Meanwhile,  a capsule 
derived  from  normal  blood  components  or  from 
the  meninges  envelopes  the  degenerating  blood. 
An  osmotic  phenomenon  through  a semi-perme- 
able membrane  ensues  with  fluids  passing  into 
the  cyst  from  the  blood  and  cerebrospinal  fluid 
to  produce  an  ever  enlarging  mass  within  the 
confines  of  this  enclosed  cavity.  The  brain  is 
gradually  pushed  away  from  the  inner  surface 
of  the  dura  mater  and  the  inner  table  of  the  skull. 
The  brain  inevitably  suffers  from  this  gradually 
increasing  compression  and  the  patient’s  condi- 
tion deteriorates  little  by  little. 

Despite  considerable  pressure  upon  the  brain, 
papilledema  migh-t  be  found  in  only  some  50% 
of  patients  harboring  subdural  hematomas  and 
should  a lumbar  puncture  be  made,  the  measured 
cerebrospinal  fluid  pressure  is  not  infrequently 
entirely  within  normal  limits.  However,  the  cer- 
ebrospinal fluid  is  commonly  faintly  xantho- 
chromic and  there  may  be  a slight  to  moderate 
increase  of  cerebrospinal  fluid  proteins. 
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Some  ancillary  tests  have  already,  in  a minor 
way,  been  mentioned.  Roentgenograms  of  the 
skull,  unless  showing  a displaced  pineal  body, 
usually  are  of  little  help  to  confirm  the  suspected 
diagnosis.  Rarely,  a crescentic  calcification  within 
the  walls  of  the  hemorrhagic  capsule  might  be 
seen  and  confirm  the  diagnosis,  at  least,  of 
chronic  subdural  hematoma.  But  this  is  found 
only  in  very  longstanding  cases.  Electroencepha- 
lography might  on  occasion,  show  suppression  of 
electrical  activity  compatible  with  the  diagnosis 
of  subdural  hematoma  but  this  test  is  ordinarily 
of  little  help.  Eehoencephalography  with  ultra- 
sound has  come  into  more  widespread  use.  How- 
ever, as  it  ordinarily  indicates  nothing  more  than 
a shift  of  the  midline  of  the  brain  it  has  little 
more  than  alerting  value  and  finds  its  greatest 
usefulness  on  services  with  large  numbers  of 
cases  of  cerebral  trauma  where  this  screening 
technic  can  be  used  repeatedly,  quickly  and 
simply. 

Cerebral  angiography  is,  we  feel,  probably  the 
best  diagnostic  adjunct  in  suspected  cases  in  its 
demonstration  of  displacement  of  cortical  vessels 
away  from  the  skull’s  inner  table  and  by  showing 
the  typical  avascular  void  between  skull  and 
cortex  on  the  antero-posterior  projections.  It 
should  be  noted  that  like  all  diagnostic  proce- 
dures angiography  is  not  always  diagnostic.  If 
the  overall  clinical  picture  is  indicative  of  a 
subdural  hematoma  exploratory  burr  holes 
should  be  made  even  if  the  angiogram  is  not 
positive. 

Pneumoencephalography  of  itself  is  largely  of 
diagnostic  value  only  in  demonstrating  the  pres- 
ence of  a unilateral  ( or  bilateral ) space  occupy- 
ing intracranial  lesion.  Paucity  of  air  over  the 
surface  of  one  cerebral  hemisphere,  often  made 
much  of,  is  of  little  or  no  diagnostic  aid. 

More  recently,  the  use  of  radio-active  sub- 
stances for  the  purpose  of  brain  scanning  has 
been  of  some  help  in  the  diagnosis  of  subdural 
hematomas  by  disclosing,  on  the  antero-posterior 
or  postero-anterior  scans,  an  abnormal  peripheral 
and  crescentic  increase  of  pickup  on  one  or  both 
sides  while  showing  an  apparent  normal  appear- 
ance on  the  lateral  studies.  This  diagnostic  pro- 
cedure also  has  its  pitfalls.  It  has  been  negative 
in  many  cases  of  proven  subdural  hematoma. 
On  the  other  hand,  a positive  lateral  lying 
crescentic  pickup  may  indicate  nothing  more 


than  a contused  scalp. 

The  treatment  of  chronic  subdural  hematoma 
in  adults  leaves  but  little  choice,  namely  to 
evacuate  the  hematoma  and  thereby  to  relieve 
the  compression  of  the  brain.  On  rare  occasions 
a subdural  hematoma  may  be  absorbed  sponta- 
neously but  this  occurs  so  rarely  that  one  should 
never  rely  upon  its  occurring.  Generally,  simple 
trephination  of  the  skull  and  cruciate  incision  of 
the  dura  mater,  disruption  of  the  capsule  of  the 
cyst  permitting  free  escape  of  the  encysted  fluid 
and  thorough  and  copious  irrigation  of  the  sub- 
dural space  to  wash  out  all  degenerated  blood  is 
all  that  is  necessary  with  chronic  subdural  hema- 
tomas. These  lesions  are  not  uncommonly  bilat- 
eral and  may  be  multiloculated.  In  such  cases 
each  collection  must  be  treated  separately  as 
outlined.  Should  the  hematoma  contents  not  be 
entirely  fluid,  or  not  be  completely  evacuated, 
or  should  the  cystic  cavity  refill,  craniotomy  and 
surgical  removal  of  the  solid  portions  and  of  most 
of  the  capsule  is  necessary  and  external  relief 
of  intracranial  pressure  by  subtemporal  decom- 
pression often  advisable.  Generally  we  pay  little 
heed  to  the  cyst  capsule  itself,  removing,  if  pos- 
sible, only  those  portions  of  the  membrane  read- 
ily accessible  in  the  limits  of  the  operative  field 
and  not  likely  to  cause  additional  subdural  bleed- 
ing by  its  removal.  In  our  experience  with  these 
lesions,  it  has  been  rare  indeed  to  find  the  fre- 
quently reported  restriction  to  re-expansion  of 
the  brain  by  this  remaining  cyst  membrane  and 
we  have  never  found  it  necessary  to  aid  expan- 
sion of  the  brain  into  space  formerly  occupied 
by  the  hematoma  by  injecting  fluid  into  the 
ventricles  or  into  the  lumbar  subarachnoid  space 
as  some  have  advocated. 

Prognosis  overall  is  excellent  but  varies,  of 
course,  with  the  patient’s  general  pre-operative 
status.  Those  patients  with  the  more  profound 
neurologic  deficit  face  the  poorer  outlook  as 
might  well  be  expected,  but  even  in  the  worst 
cases  preoperatively,  once  the  lesion  is  corrected 
the  outlook  is  usually  good.  Overall  the  chronic 
subdural  hematoma  is  about  as  favorable  a seri- 
ous intracranial  condition  that  a patient  can  har- 
bor provided  the  pressure  is  relieved  promptly. 
However,  as  has  been  indicated  earlier,  if  for  any 
reason  adequate  treatment  is  delayed  until  severe 
compression  of  the  brain  stem  had  developed, 
the  outlook  is  poor,  though  not  always  hopeless. 
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SUBDURAL  HEMATOMA  IN  INFANTS 

Paul  C.  Buoy,  M.D.  and  Edir  B.  Siqueira,  M.D. 


Chronic  subdural  hematomas  are  more  com- 
mon in  the  two  extremes  of  life:  in  infancy  and 
in  the  elderly  patient.  They  are  less  common  in 
the  older  child  and  in  the  young  adult.  Most  of 
the  subdural  hematomas  in  children  occur  in  the 
first  semester  of  life.  They  become  uncommon 
after  the  age  of  12  months. 

The  skull  as  well  as  the  brain  offer  physical 
characteristics  which  differ  considerably  in  these 
two  groups  of  patients  mentioned  above,  the  in- 
fants and  the  elderly  patients.  This  results  in  a 
different  clinical  picture  of  chronic  subdural 
hematoma  in  these  two  age  groups.  The  treat- 
ment as  well  as  the  prognosis  is  also  different. 

Etiology: 

In  infancy  the  subdural  hematoma  may  result 
from  trauma  (perinatal  or  postnatal)  or  from  a 
coagulation  defect.  In  some  cases  no  etiologic 
factor  can  be  ascertained.  In  the  traumatic  cases 
an  associated  skull  fracture  ( linear  or  depressed ) 
may  or  may  not  be  present. 

Any  type  of  trauma  to  the  head  may  be  re- 
sponsible for  a subdural  hematoma  in  an  infant 
—a  blow  from  an  inflated  ball,  a fall  from  a bath- 
table,  striking  the  infant  s head  on  a door  jamb 
as  the  child  is  carried  in  its  parent’s  arms,  or 
striking  the  child’s  head  on  the  ceiling  when  it  is 
flung  upward  by  an  overly  exuberant  father. 

Clinical  Picture: 

In  the  traumatic  cases  the  child  may  recover 
completely  from  the  original  acute  phase  which 
follows  the  accident  before  he  develops  the 
symptoms  which  indicate  the  presence  of  a de- 
veloping subdural  hematoma.  In  other  cases  there 
is  no  “period  of  recovery”  from  the  initial  trauma. 
At  times  the  trauma  is  so  slight  that  it  will  not 
be  associated  with  an  “acute  phase.” 

Classically  the  clinical  development  of  a sub- 
dural hematoma  is  insidious.  This  can  be  easily 
explained  on  the  basis  of  the  physical  characteris- 
tics of  an  infant’s  brain  and  skull.  The  infant’s 
brain  is  poorly  myelinated  and  consequently  it  is 
quite  soft.  It  can  recede  from  the  inner  table  of 
the  skull  under  minimal  pressure.  The  subarach- 


noid space  is  quite  generous  and  this  allows  for 
further  space  to  be  occupied  by  the  subdural 
hematoma.  The  fontanels  provide  areas  for  a 
“natural  decompression.”  The  calvarial  bones  are 
soft  and  pliable  and  the  cranial  sutures  are  open: 
this  will  provide  more  “room”  for  the  expanding 
subdural  hematoma  as  the  head  enlarges  under 
the  increased  intracranial  pressure.  As  a result 
of  all  the  factors  mentioned  above  the  infant  is 
able  to  “compensate”  for  a developing  subdural 
hematoma  for  a prolonged  period  of  time.  The 
hematoma  may  reach  a considerable  size  before 
the  signs  of  increased  intracranial  pressure  ( irrit- 
ability, somnolence,  failure  to  thrive)  develop. 

Evidence  of  cortical  irritability  manifested 
clinically  by  convulsive  seizures  (focal  or  gener- 
alized) can  be  present.  Such  seizures  are  among 
the  most  common  signs  of  subdural  hematomas 
in  infants.  Often  they  are  present  prior  to  the 
onset  of  signs  indicating  increased  intracranial 
pressure. 

The  clinical  picture  associated  with  a chronic 
subdural  hematoma  commonly  develops  gradu- 
ally. The  infants  natural  development  (motor  or 
otherwise)  slows  down  or  stops  altogether.  If 
the  condition  is  left  unattended  the  infant  eventu- 
ally will  show  a regression  in  his  normal  develop- 
ment. Irritability  is  frequently  present  and  the 
infant  often  resents  handling.  He  may  take  feed- 
ings poorly  and  lose  weight.  The  anterior  fon- 
tanel becomes  tense  and  enlarges  gradually.  At 
times  the  tension  of  the  anterior  fontanel  may  be 
normal  or  even  subnormal  due  to  dehydration 
resulting  from  severe  vomiting  or  poor  oral  in- 
take. The  size  of  the  head  may  enlarge  gradually. 
If  the  condition  is  further  neglected  the  child’s 
head  may  develop  the  typical  appearance  of  a 
hydrocephalic:  large  round  head  with  a shiny 
scalp  in  which  distended  veins  can  be  seen.  The 
upper  eyelids  are  pulled  upward  exposing  a larg- 
er area  of  the  sclera  giving  the  so-called  “setting 
sun”  appearance  to  the  eyes.  Fever,  if  present 
may  be  due  to  dehydration  or  co-existent  sys- 
temic infection.  The  reflexes  may  become  hyper- 
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active.  Funduscopic  examination  may  reveal 
papilledema  and/or  retinal  hemorrhages. 

It  is  important  to  recognize  that  the  symp- 
toms of  a subdural  hematoma  in  an  infant  may 
not  strongly  suggest  the  presence  of  intracranial 
pathology,  and  that  almost  any  chronically  sick 
infant,  the  cause  of  whose  illness  is  not  readily 
apparent,  should  have  a subdural  hematoma  con- 
sidered as  a diagnostic  possibility. 

The  clinical  picture  described  above  can  also 
be  observed  in  a hydrocephalic  infant.  The  dif- 
ferential diagnosis  can  be  made  by  puncturing 
the  subdural  space  through  the  anterior  fon- 
tanel or  by  suitable  neuroradiological  studies. 

Diagnosis: 

The  first  step  in  the  diagnosis  of  a chronic 
subdural  hematoma  consists  in  the  performance 
of  a subdural  tap.  If  a collection  of  fluid  is  en- 
countered 10-20  ml.  are  removed  for  examination. 
The  fluid  contained  in  these  encysted  subdural 
collections  is  not  blood.  Rather  these  are  hemor- 
rhagic cysts  and  the  fluid  is  xanthochromic  and 
may  vary  widely  in  color  from  a distinct  yellow 
to  an  appearance  resembling  dirty  crank-case 
oil.  After  fluid  has  been  removed  about  10  ml.  of 
air  should  be  injected.  This  air  will  enable  the 
subdural  space  to  be  visualized  on  radiological 
studies.  The  radiological  appearance  of  the  air 
injected  will  outline  the  extent  and  location  of 
the  hematoma.  This  is  the  only  way  in  which 
a subdural  hematoma  can  be  differentiated  with 
certainty  from  a case  of  extreme  hydrocephalus 
in  which  the  ventricular  fluid  is  xanthochromic. 
It  is  to  be  recalled  also  that  a subdural  collection 
of  cerebrospinal  fluid  may  occur.  In  such  cases 
the  fluid  is  clear  but  is  usually  faintly  xantho- 
chromic. 

The  diagnosis  of  a subdural  hematoma  can  also 
be  made  by  performing  a cerebral  angiographic 
study.  The  classical  appearance  of  depression  of 
the  cortical  vessels  away  from  the  inner  table 
of  the  skull  (and  the  dura  mater)  can  be  easily 
demonstrated.  This  study  is  particularly  helpful 
when  there  is  a possibility  of  a tumor  or  an  ar- 
teriovenous malformation.  It  is  also  helpful  if 
the  presence  of  a loculated  subdural  hematoma 
is  suspected.  Pneumoencephalography  is  often 
an  unsatisfactory  diagnostic  procedure.  Electro- 
encephalography is  a poor  test  at  best  and  may 
be  misleading. 

Treatment: 

Although  there  are  differences  of  opinion  re- 


garding the  efficacy  and  advisability  of  repeated 
evacuations  of  subdural  hematomas  through  per- 
cutaneous subdural  punctures,  I would  not  use 
this  form  of  treatment  except  in  the  occasional 
infant  whose  condition  at  the  time  is  too  poor  for 
more  adequate  surgical  evacuation  of  the  hema- 
toma. This  method,  too,  often  fails  to  be  effec- 
tive, the  risk  of  infecting  this  subdural  cyst  is  too 
great  and  the  method  is  not  suitable  for  the  not 
infrequent  cases  of  multiloculated  subdural 
hematomas. 

In  adults  evacuation  and  irrigation  of  the  sub- 
dural hematoma  through  burr-holes  is  usually 
adequate  treatment  but  in  children  this  is  not  the 
treatment  of  choice.  An  osteoplastic  skull  flap 
should  be  reflected,  the  cyst  evacuated  and  the 
membranes  which  enclosed  it  removed  as  exten- 
sively as  possible.  If  the  subdural  hematomas  are 
bilateral,  the  two  sides  should  be  dealt  with  at 
two  separate  operations.  The  interval  between 
these  two  operations  must  be  determined  by  the 
condition  of  the  patient.  Removal  of  the  mem- 
branes is  indicated  in  the  infant  in  contrast  with 
adults  because  in  the  infant  we  are  dealing  with 
a growing,  developing  brain  and  nothing  should 
be  allowed  to  interfere  with  that  development 
even  for  a short  time. 

If  the  subdural  collection  persists  despite  the 
craniotomy,  a shunting  procedure  should  be  the 
treatment  of  choice.  The  shunting  can  be  done 
from  the  subdural  space  to  the  peritoneal  cavity. 
The  problem  of  the  recurring  subdural  accumu- 
lation of  fluid  is,  however,  a difficult  one,  not 
easily  dealt  with.  Should  an  internal  hydrocepha- 
lus persist  after  treatment  of  a subdural  hema- 
toma a shunt  from  the  ventricle  to  the  right  car- 
diac atrium  should  be  made. 

Prognosis: 

The  prognosis  is  excellent  if  the  condition  is 
detected  and  treated  promptly.  In  the  later  stages, 
however,  the  prognosis  is  guarded  at  best.  In 
the  neglected  cases  in  which  the  skull  has  grown 
to  a very  large  size,  the  drainage  of  the  subdural 
space  will  fail  to  cause  the  brain  to  re-expand 
due  to  the  disproportion  between  the  volume  of 
the  brain  and  the  volume  of  the  intracranial 
cavity. 

In  no  case  should  the  subdural  hematoma  be 
allowed  to  go  untreated  or  inadequately  treated. 
The  membranes  enclosing  the  subdural  hema- 
toma may  become  calcified,  but  whether  they  do 
or  do  not  they  may  damage  the  brain  and  re- 
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tard  its  development.  Such  children  may  suffer 
from  convulsions,  intellectual  impairment  and  a 
neurological  deficit  which  can  not  be  corrected. 
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Questions  and  answers  relating  to 
Dr.  Bucy's  paper. 

Question:  How  do  you  manage  subdural 

hematoma  in  infants? 

Dr.  Bucy:  Our  procedure  is  first  to  detect  the 
subdural  hematoma  by  aspirating  the  subdural 
space  and  second,  treat  it  by  an  osteo-plastic 
craniotomy,  evacuation  of  the  subdural  hema- 
toma and  removal  of  the  membranes. 

Question:  Do  you  approve  of  a subdural  peri- 
toneal shunt  as  the  initial  procedure  in  subdural 
hematoma? 

Dr.  Bucy:  This  is  a very  interesting  question, 
but  this  is  something  with  which  I have  had  no 
experience.  Such  a procedure  would  appear  to 
have  the  disadvantages  of  leaving  the  membranes 
in  place  of  failing  to  remove  clots  and  of  not  eva- 
cuating multi-loculated  cavities. 


Question:  Have  digestive  enzymes  been  used 
in  the  treatment  of  subdural  hematomas? 

Dr.  Bucy:  Not  to  my  knowledge. 

Dr.  Clark:  I haven’t  been  very  happy  about 
the  use  of  digestive  enzymes  elsewhere  in  the 
treatment  of  neurological  disease  and  I would 
have  some  reservations  here,  but  I’ve  never  heard 
of  it. 

Question:  Do  you  believe  that  the  subdural 
membrane  in  the  subdural  hematoma  in  child- 
hood is  an  actively  secreting  membrane? 

Dr.  Bucy:  As  Doctor  Waggener  pointed  out, 
these  membranes  are  extremely  vascular.  They 
contain  many  small  vessels  with  very  thin,  fra- 
gile walls.  There  are  two  things  that  happen 
here.  One  is  that  the  blood  within  the  subdural 
cavity  which  is  breaking  down  increases  the 
osmotic  pressure  and  draws  fluid,  not  only  from 
the  subarachnoid  space  but  from  the  vessels  into 
the  cavity.  I don’t  call  this  secretion  but  it  is 
certainly  the  passage  of  fluid  from  the  mem- 
brane into  the  subdural  cavity.  The  other  thing 
is  that  these  thin-walled  vessels  may  also  bleed. 
Again,  I wouldn’t  call  it  secretion  but  it  cer- 
tainly is  contributing  to  the  fluid  within  the 
subdural  space. 


Professor  of  Surgery  (Neurological  Surgery),  Northwestern  Uni- 
versity Medical  School,  Chicago,  Illinois. 
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EXTRADURAL  HEMORRHAGE 


Robert  H.  Pudenz,  M.D. 

E XTRADURAL  hemorrhage  is  one  of  the  most 
serious  complications  of  head  injury.  Cerebral 
compression  may  develop  with  such  rapidity  that 
irreversible  brain  damage  or  death  will  ensue 
before  definitive  surgical  measures  can  be  insti- 
tuted. In  all  series  of  case  reports  over  40  the 
mortality  rate  is  never  less  than  20  per  cent.10 
It  is  therefore  important  that  epidural  and  other 
massive  intracranial  hemorrhages  are  recognized 
and  that  surgical  removal  of  the  hematoma  be 
carried  out  without  delay. 

Incidence 

Extradural  hemorrhage  requiring  surgical  in- 
tervention is  said  to  occur  in  1-2.5  per  cent  of  all 
hospitalized  head  injury  patients.  This  figure 
contrasts  with  the  5-6  per  cent  incidence  of  acute 


and  chronic  subdural  hematoma. 

According  to  McKissock  et  al10  the  epidural 
clot  will  be  located  in  the  middle  fossa  in  ap- 
proximately 80  per  cent  of  all  cases.  The  remain- 
ing 20  per  cent  are  frontal,  parieto-occipital  or 
subtentorial  in  location. 

Pathogenesis 

Epidural  hemorrhage  may  be  either  arterial 
or  venous  in  origin.  In  the  temporal  region  bleed- 
ing occurs  from  laceration  of  the  middle  menin- 
geal artery  or  its  branches.  Frontal  and  subfrontal 
hemorrhages  are  usually  the  result  of  bleeding 
from  the  anterior  meningeal  artery,  a branch  of 
the  anterior  ethmoidal  artery.7  Posterior  fossa 
hematomas  generally  develop  from  a transverse 
or  sigmoid  sinus  laceration  or  from  a tear  in  the 
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posterior  meningeal  artery,  a branch  of  the  occi- 
pital artery.  These  arterial  and  venous  clots  may 
continue  to  enlarge  by  tearing  veins  entering  the 
diploic  channels  of  the  skull  as  well  as  the  emis- 
sary veins. 

In  adults,  epidural  clots  are  usually  associated 
with  fracture  lines  overlying  the  bleeding  artery 
or  venous  sinus.  This  is  particularly  so  in  middle 
and  posterior  fossa  hemorrhage.  In  contrast,  chil- 
dren will  commonly  develop  a temporal  epidural 
hemorrhage  in  the  absence  of  a radiologically 
visible  fracture  line.4' 8 

It  must  be  borne  in  mind  that  epidural  hemor- 
rhage is  commonly  associated  with  concussion. 
Furthermore,  there  may  be  a co-existing  subdural 
or  intracerebral  hematoma,  subarachnoid  hemor- 
rhage or  variable  degree  of  cerebral  contusion. 
io,  11, 12  J3ilateral  epidural  hematomas  have  been 
described.9 

Clinical  Findings 

It  should  be  stated  at  the  beginning  that  epi- 
dural hemorrhage  is  not  associated  with  any 
classical  pattern  of  signs  and  symptoms.  The  clin- 
ical findings  are  dependent  on  such  factors  as  the 
location  and  size  of  the  hematoma,  the  rapidity 
with  which  it  develops,  the  patient’s  age  and  co- 
existence of  other  intracranial  lesions.  The  post- 
traumatic  course  may  be  acute,  subacute  or 
chronic.  At  one  extreme  is  the  massive  arterial 
hemorrhage  wherein  death  may  occur  within  a 
few  hours;  at  the  other,  the  small  clot  of  venous 
origin  which  may  produce  no  signs  or  symptoms 
and  remain  undetected. 

The  clinical  course  of  children  with  epidural 
hemorrhage  has  certain  features  that  are  worthy 
of  note.4' 8' 10  The  “lucid  interval”  is  less  common 
in  children  than  in  adults.  The  onset  of  signs  and 
symptoms  is  relatively  more  delayed.  Matson8 
found  the  time  between  injury  and  onset  of  signs 
and  symptoms  was  more  than  12  hours  in  more 
than  50  per  cent  of  the  children  under  age  6. 
When  signs  and  symptoms  appear,  however,  the 
clinical  condition  tends  to  deteriorate  much  more 
rapidly  in  children  than  in  adults.  In  infants,  in- 
tracranial bleeding  will  produce  anemia  and  signs 
of  blood  loss  such  as  pallor,  tachycardia  and 
hypotension.10 

Temporal  Extradural  Hemorrhage 

Many  of  us  were  taught  that  temporal  epidural 
hemorrhage  is  characterized  by  an  initial  loss  of 
consciousness,  followed  by  a “lucid  interval”  dur- 


ing which  the  patient  is  asymptomatic  and  this, 
in  turn,  by  the  signs  and  symptoms  of  increasing 
intracranial  pressure.  Actually,  this  classical  pat- 
tern is  present  in  less  than  40  per  cent  of  all 
patients. 

A much  sounder  approach  is  to  consider  extra- 
dural hemorrhage  in  the  light  of  its  pathogenesis. 
All  patients  who  have  sustained  a blow  in  the 
temporoparietal  region  should  be  considered  po- 
tential candidates  for  the  development  of  a mid- 
dle fossa  hematoma.  This  is  particularly  true  if 
the  skull  has  been  fractured  in  this  area. 

As  the  hematoma  enlarges  it  produces  a pro- 
gressive elevation  of  intracranial  pressure  and 
begins  to  displace  the  underlying  brain.  In  the 
early  stages  the  patient  complains  of  headache 
and  becomes  drowsy  and  listless.  Children  will 
commonly  have  restlessness,  irritability  and  pal- 
lor at  this  time. 

Further  enlargement  of  the  hematoma  will  set 
the  stage  for  herniation  of  the  uncus  and  hippo- 
campal gyrus  of  the  temporal  lobe  through  the 
tentorial  notch.  The  herniation  impinges  on  the 
oculomotor  nerve,  the  posterior  cerebral  artery 
and  the  midbrain.  Compression  of  the  oculo- 
motor nerve  results  in  progressive  dilatation  of 
the  ipsilaterial  pupil  and  paresis  or  paralysis  of 
all  of  the  intrinsic  and  extrinsic  muscles  of  the 
eye  that  it  innervates.  Compression  of  the  pos- 
terior cerebral  artery  produces  ischemia  and  in- 
farction of  the  occipital  lobe.  Pressure  on  the 
midbrain  affects  the  nerve  fibers  in  the  cerebral 
peduncle.  The  first  sign  of  this  compression  is 
the  development  of  a plantar  extensor  response 
in  the  contralateral  foot.  This  is  followed  by 
progressive  paralysis  of  the  contralateral  face 
and  extremities.  Further  compression  of  the  mid- 
brain may  result  in  sudden  death  from  ischemia 
and  hemorrhage. 

Characteristic  changes  in  the  vital  signs  may 
occur  as  intracranial  hypertension  develops.  Sys- 
tolic blood  pressure  tends  to  rise  while  the  dias- 
tolic pressure  remains  unchanged  or  may  actu- 
ally fall.  This  produces  the  characteristic  slow, 
full,  bounding  pulse.  Respirations  generally  be- 
come slower  and  deeper  and  body  temperature 
tends  to  rise  to  hyperthermic  levels. 

The  clinical  findings  may  be  so  variable  with 
middle  fossa  hemorrhage  that  the  diagnosis  will 
be  established  only  by  the  experience  of  the  at- 
tending physician  or  the  institution  of  further 


ARIZONA  MEDICINE 


procedures  such  as  echoencephalography,  angi- 
ography or  ventriculography.  For  example,  the 
state  of  consciousness  may  be  affected  by  a co- 
existing cerebral  concussion  or  contusion  or  an 
encephalopathy  secondary  to  anoxia  or  the  in- 
gestion of  alcohol  or  drugs.  The  pupil  on  the  side 
of  the  hemorrhage  may  not  dilate  or  actually 
constrict.  In  rare  instances  hemiparesis  will  de- 
velop on  the  ipsilateral  side,  the  so-called  “crus 
syndrome.” 

Slowly  developing  extradural  hematomas  often 
present  a clinical  syndrome  characterized  by  a 
fluctuating  state  of  consciousness  varying  from 
alertness  to  stupor,  a variable  degree  of  head- 
ache and  vomiting  and  transient  anisocoria. 
These  findings  may  persist  for  days  and  even 
weeks,  until  the  diagnosis  is  established. 
Frontal  Extradural  Hemorrhage 

Extradural  hemorrhages  in  the  anterior  fossa 
are  usually  located  over  the  polar  and  orbital 
surfaces  of  the  frontal  lobe.  In  general,  the  signs 
and  symptoms  are  indistinguishable  from  those 
associated  with  middle  fossa  hematomas.  In  some 
instances  the  lesion  is  suspected  if  the  patient 
complains  of  increasing  bifrontal  and  retro-or- 
bital pain.  More  slowly  developing  hematomas 
in  this  area  will  produce  signs  of  frontal  lobe  dys- 
function, namely,  impairment  of  memory,  con- 
centration and  judgment,  confusion  and  incon- 
tinence.7 Bilateral  lesions  have  been  described. 
Posterior  Fossa  Extradural  Hemorrhage 

Approximately  7 per  cent  of  all  epidural 
hemorrhages  are  located  in  the  posterior  fossa;’ 
Acute,  subacute  and  chronic  forms  have  been 
described.  In  the  acute  variety  the  patient  may 
die  of  medullary  compression  within  24  hours  if 
the  lesion  is  not  recognized.  Subacute  and  chronic 
varieties  may  not  be  noted  until  several  days  or 
weeks  have  elapsed. 

Posterior  fossa  hematomas  do  not  have  a char- 
acteristic clinical  course  but  should  always  be 
suspected  in  the  patient  who  sustains  an  occipital 
fracture  as  a result  of  a blow  on  the  back  of  the 
head  and  begins  to  lose  consciousness.2, 5' 7’ 12, 13 
Coleman  and  Thomson2  have  observed  that  these 
patients  have  nuchal  rigidity,  nystagmus,  a ten- 
dency to  lie  on  one  side  and  generalized  hypore- 
flexia  and  hypotonia.  In  the  more  chronic  varie- 
ties, papilloedema,  cranial  nerve  palsies  and  signs 
of  cerebellar  dysfunction  have  been  described.5 

Diagnosis 

The  most  important  ingredient  in  the  diagnosis 


of  extradural  hemorrhage  is  the  experience  of  the 
attending  physician.  In  far  too  many  instances 
the  urgency  of  the  problem  does  not  permit  the 
performance  of  any  diagnostic  procedures  and 
the  surgeon  makes  every  effort  to  expedite  surgi- 
cal treatment.  However,  if  the  patient’s  condition 
is  not  critical,  valuable  information  will  be  ob- 
tained from  such  procedures  as  X-rays  of  the 
skull,  echoencephalography  and  carotid  angi- 
ography. 

X-rays  of  the  Skull 

Skull  X-rays  may  disclose  fracture  lines  over- 
lying  the  middle  meningeal  and  other  dural  ar- 
teries or  crossing  the  major  venous  sinuses.  Intra- 
cranial calcifications  of  the  pineal,  habenula  and 
choroid  plexus  may  be  displaced  by  the  hema- 
toma. Unfortunately,  the  radiographs  of  the 
skulls  of  children  are  less  diagnostic  because  of 
the  lack  of  intracranial  calcification  and  the  fre- 
quent absence  of  a concomitant  fracture. 

Echoencephalography 

Ultrasonic  encephalography  has  assumed  in- 
creasing importance  in  the  evaluation  of  the  head 
injury  patient.1  Use  of  this  instrument  enables  the 
skilled  observer  to  locate  the  intracerebral  mid- 
line with  precision  in  more  than  90  per  cent  of  all 
patients.  Demonstration  of  a shift  encourages  the 
attending  physician  to  carry  out  further  diagnos- 
tic procedures  or  to  institute  surgical  measures. 

Cerebral  Angiography 

If  the  patient’s  condition  permits,  carotid  angi- 
ography is  of  inestimable  value  in  enabling  the 
surgeon  to  design  his  surgical  approach.  The 
patterns  of  displacement  of  the  meningeal  and 
cerebral  arteries  and  veins  will  localize  the  hem- 
atoma and  indicate  whether  it  is  extradural, 
subdural  or  intracerebral. 

Additional  Diagnostic  Procedures 

Lumbar  puncture  is  seldom  helpful  in  the  di- 
agnosis of  extradural  hemorrhage.  Although  the 
cerebrospinal  fluid  pressure  is  elevated  in  the 
majority  of  patients  examined,  it  may  be  normal 
or  actually  subnormal  if  the  cerebrospinal  fluid 
pathways  are  blocked.  The  fluid  may  be  clear 
unless  there  is  an  associated  subarachnoid  hemor- 
rhage. 

The  urgency  of  the  problem  rarely  permits  the 
use  of  electroencephalography.  In  the  more  slow- 
ly developing  hematomas  the  electroencephalo- 
gram may  demonstrate  focal  or  generalized  slow 
waves  or  suppression  of  the  electrical  activity.  At 
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times  the  changes  are  more  marked  on  the  side 
opposite  the  hematoma. 

Brain  scans  employing  Technetium  and  other 
radioactive  substances  have  successfully  located 
intracranial  hemorrhages.  However,  the  data 
available  at  this  time  is  insufficient  to  warrant 
further  comment. 

Treatment 

Any  discussion  of  the  surgical  treatment  of  epi- 
dural hemorrhage  must  begin  with  the  assump- 
tion that  all  general  supportive  measures  have 
been  instituted.  These  include  the  establishment 
of  a satisfactory  airway,  the  control  of  hemor- 
rhage and  shock,  the  administration  of  fluids  and 
blood  and  the  treatment  of  associated  injuries. 

As  mentioned  previously,  carotid  angiography 
should  be  carried  out  prior  to  surgery  if  the  pa- 
tient’s condition  permits.  The  information  ob- 
tained enables  the  surgeon  to  ascertain  the  posi- 
tion of  the  hematoma  and  design  his  surgical 
approach.  If  the  urgency  of  the  situation  pre- 
cludes angiography  the  surgeon  must  then  pro- 
ceed with  exploratory  trephination. 

In  performing  surgery  the  patient  is  placed  on 
the  operating  table  in  the  supine  position  with 
the  head  somewhat  elevated.  The  entire  head  is 
clipped,  shaved  and  prepared  as  a sterile  field. 
The  use  of  plastic  wound  towels  permits  the  sur- 
geon to  trephine  or  turn  down  a bone  flap  in  any 
area  of  the  cranial  vault,  including  the  posterior 


Linear  incision  overlying  subtemporal  craniectomy  can  be  ex- 
tended to  permit  turning  down  anterior  or  posterior  bone  flaps 
or  a large  central  flap.  Note  the  linear  incision  over  the  occipital 
hone  used  for  evacuation  of  posterior  fossa  hematomas. 


fossa.  The  incisions  and  burr  holes  are  designed 
to  permit  the  development  of  a bone  flap  if  better 
exposure  is  required  (Fig.  1).  If  power  tools  are 
available  their  use  will  expedite  the  surgery. 

The  first  incision  is  made  in  the  area  where 
the  hematoma  is  either  suspected  or  demonstrat- 
ed by  angiography.  Temporal  incisions  are  placed 
about  1 cm.  anterior  to  the  ear  beginning  at  the 
level  of  the  zygoma  and  curving  anteriorly  to 
the  superior  temporal  line.  The  temporalis  fascia 
and  muscle  are  incised  vertically  and  a burrhole 
is  made.  If  a hematoma  is  encountered  the  skull 
opening  may  be  enlarged  by  rongeurs  or  cutting 
a small  bone  flap.  Adequate  exposure  is  neces- 
sary to  remove  the  clot  completely  as  well  as  to 
control  the  bleeding.  Bleeding  from  the  middle 
meningeal  artery  is  controlled  with  electrocautery 
or  ligation.  If  removal  of  the  clot  restores  the 
intracranial  pressure  to  normal  limits,  the  dura 
will  pulsate  freely.  It  is  good  policy  to  open  the 
dura  to  release  subdural  fluid  or  blood  and  to 
note  if  the  temporal  lobe  has  been  contused. 

If  the  dura  remains  tense  after  removal  of  the 
hematoma  the  surgeon  is  obliged  to  seek  else- 
where for  the  cause  of  the  increased  intracranial 
pressure.  Additional  trephine  openings  should  be 
made  over  the  frontal  and  parieto-occipital  re- 
gions on  the  ipsilateral  side.  Failure  to  locate 
a hematoma  in  these  areas  will  necessitate  re- 
peating the  entire  process  on  the  contralateral 
side  and  over  the  cerebellar  hemispheres. 

At  times  the  surgeon  will  fail  to  disclose  the 
cause  of  the  increased  intracranial  pressure  after 
exploring  all  areas  of  the  cranial  vault.  He  is 
then  faced  with  the  dilemma  of  performing  a 
ventriculogram  or  angiogram  to  gain  further  in- 
formation or  carrying  out  bilateral  decompressive 
subtemporal  craniectomies  followed  by  appro- 
priate measures  to  reduce  brain  swelling.  In 
these  circumstances  the  surgeon  must  rely  on 
the  wisdom  and  knowledge  gained  by  past  ex- 
perience. 

Prognosis 

The  mortality  and  morbidity  resulting  from 
extradural  hemorrhage  are  significantly  depend- 
ent on  the  patient’s  state  of  consciousness  at  the 
time  of  surgery.  In  the  series  of  cases  reported 
by  Hooper6  and  McKissock  et  al10  the  mortality 
rate  for  the  alert  patient  was  0 per  cent,  for  the 
drowsy  patient  9-12  per  cent  and  for  the  coma- 
tose patient  33-35  per  cent.  Approximately  60 
to  70  per  cent  of  the  survivors  will  recover  with- 
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out  sequelae.  The  remaining  30-40  per  cent  will 
be  left  with  a variable  degree  of  psychical  or 
neurological  deficit. 

Discussion 

The  prevailing  high  morbidity  and  mortality 
rates  associated  with  extradural  hemorrhage  are 
difficult  to  justify.  Reduction  of  those  rates  will 
occur  only  when  measures  designed  to  expedite 
diagnosis  and  treatment  are  instituted. 

Lay  persons  should  be  taught  to  seek  medical 
advice  for  any  head  injury  associated  with  a 
disturbance  of  consciousness.  Physicians,  partic- 
ularly those  in  rural  areas,  should  be  prepared 
to  evacuate  the  hematoma.  Hospitals  should  have 
a sterile  emergency  craniotomy  set  available  at 
all  times.  The  time  consumed  in  transporting  the 
patient  to  the  neurosurgeon,  or  vice  versa,  may 
result  in  irreversible  brain  damage  or  the  death 
of  the  patient.  In  most  areas  a neurosurgeon  is 
available  for  discussion  by  telephone  and  can 
guide  and  reassure  the  attending  physician.  Fi- 
nally, nurses  attending  head  injury  patients 
should  be  trained  in  the  monitoring  of  the  pa- 
tient’s vital  functions  and  the  recognition  of 
ominous  signs  and  symptoms. 

Summary  And  Conclusions 

1.  The  incidence,  pathogenesis,  diagnosis  and 
treatment  of  extradural  hemorrhage  have  been 
discussed  in  this  report. 

2.  Extradural  hemorrhage  continues  to  be  one  of 
the  most  lethal  complications  of  head  injury. 

3.  Suggestions  are  made  concerning  programs 
designed  to  reduce  morbidity  and  mortality. 
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Questions  and  answers  relating  to 
Dr.  Pudenz's  paper. 

Question:  As  a G.P.  having  to  talk  to  the  fam- 
ily during  neurosurgeon’s  probing,  what  statis- 
tical information  can  I give  as  to  complications 
of  exploratory  work  and  the  possibility  of  neuro- 
logical sequelae? 

Dr.  Pudenz:  I think  that  most  experienced 
neurosurgeons  would  recommend  a somewhat 
pessimistic  attitude.  In  the  face  of  a critical  situa- 
tion it  is  better  to  paint  the  picture  black  and 
then  come  back  and  paint  it  in  more  brilliant 
colors.  The  morbidity  and  mortality  are  propor- 
tional to  the  state  of  consciousness  of  the  patients 
at  the  time  they  were  taken  to  surgery.  For  ex- 
ample, let’s  consider  a patient  with  an  epidural 
hemorrhage.  If  this  patient  is  reasonably  alert  or 
only  slightly  drowsy  at  the  time  of  surgery  the 
mortality  rate  is  almost  negligible.  If  he  is  stupor- 
ous or  semicomatose  the  mortality  rate  is  be- 
tween 9 and  12  per  cent.  However,  a comatose 
patient  with  signs  of  brain  stem  compression  has 
only  about  a 65  per  cent  chance  of  recovery.  In 
summary,  I would  think  that  the  best  guideline 
would  be  to  note  that  if  the  patient  has  signs  of 
brain  stem  compression  or  extensive  cerebral 
damage,  the  family  should  be  told  that  this  is  an 
extremely  critical  situation  but  that  we  shall  hope 
for  the  best. 

Question:  When  do  you  do  a carotid  angio- 
gram in  a head  injury? 

Dr.  Pudenz:  A carotid  angiogram  is  performed 
if  the  patient  is  suspected  of  developing  an  intra- 
cranial hematoma.  As  we  saw  in  Dr.  Flynn’s 
slides,  arteriograms  may  show  displacements  of 
vessels  which  are  due  to  subdural  or  extradural 
hemorrhage  or  to  an  intracerebral  hematoma. 
Performing  an  angiogram  enables  the  surgeon  to 
tailor  the  surgery  to  the  site  rather  than  to  have 
to  carry  out  multiple  trephine  explorations. 

Question:  What  is  your  indication  for  sub- 
temporal decompression? 

Dr.  Pudenz:  The  indication  for  a subtemporal 
decompression  is  the  finding  of  an  extensive 
frontotemporal  contusion.  It  is  done  to  relieve 
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intracranial  pressure  resulting  from  extensive 
cerebral  swelling.  It  is  often  necessary  to  carry 
out  extensive  bilateral  subtemporal  decompres- 
sions. If  these  are  effective,  the  brain  will  be 
noted  to  be  pulsating  at  the  conclusion  of  these 
procedures.  The  dura  should  always  be  left  open. 

Question:  I was  taught,  as  I’m  sure  most  people 
were,  in  medical  school  and  the  little  that  we 
had  on  this  afterwards,  you  watch  these  people 
for  six  hours  and  if  nothing  happens  with  extra- 
dural hematoma,  you’re  in  good  shape.  Now  we 
hear  this  morning  that  with  children,  particularly 
those  around  six  and  under,  that  this  may  show 
up  twelve  or  more  hours  later.  My  question  is 
how  do  you  go  about  handling  these?  You  obvi- 
ously can’t  send  every  kid  that  falls  down  and 
bumps  his  head  into  Barrow.  You’re  going  to 
have  to  do  some  of  these  yourself.  Do  you  watch 
them  for  twenty-four  hours,  or  thirty-six  hours,  or 
is  there  any  little  clue  that  you  would  have  about 
this  after  you  have  relaxed  after  the  six  hour 
period? 

Dr.  Pudenz:  If  a doctor  is  going  to  keep  out 
of  trouble  he  should  admit  every  patient  who  has 
lost  consciousness  for  observation.  This  is  partic- 
ularly true  in  children  who  may  sustain  what 
seems  to  be  a minor  head  injury  resulting  from 
a fall  and  appear  well  for  a short  time.  Then,  in 
the  middle  of  the  night,  the  surgeon  is  called  to 
evacuate  an  intracranial  hematoma,  usually  an 
epidural  hemorrhage.  Admittedly,  this  will  hap- 
pen in  only  1 to  2 per  cent  of  these  patients  but 
in  the  early  stages  it  is  impossible  to  determine 
which  child  or  adult  is  going  to  develop  an  epi- 
dural hemorrhage.  Patients  with  epidural  hem- 
orrhage may  die  in  their  sleep  or  while  being 
transported  to  a neurosurgical  center.  Hospital 
beds  should  be  made  available  to  observe  these 
patients. 

Question:  For  how  long? 

Dr.  Pudenz:  Every  patient  with  a head  injury 
who  has  had  loss  of  consciousness  should  be 
observed  in  a hospital  for  at  least  24  to  36  hours. 

Question:  Typically,  of  course,  these  kids  fall 
out  of  bed  at  10:00  at  night  and  by  the  next 
morning  they’re  usually  up  playing  around  and 
I’ve  always  sent  them  home  at  this  time  and  I 


see  that  this  may  not  be  a wise  thing  to  do  when 
there  is  a delayed  effect  that  can  occur  up  to 
twelve  hours  after  that. 

Dr.  Pudenz:  You’ll  get  away  with  it  ninety- 
eight  out  of  one  hundred  times. 

Question:  Is  it  justified  to  do  burr  holes  in  the 
Emergency  Room.  I think  Doctor  Clark  men- 
tioned this  briefly. 

Dr.  Pudenz:  Every  neurosurgeon  has  perform- 
ed a burr  hole  exploration  in  the  Emergency 
Room;  at  times,  under  unsterile  conditions.  At 
the  Los  Angeles  County  General  Hospital  there 
is  a room  set  aside  for  this  purpose  on  the  neuro- 
surgical ward.  Rather  than  let  a patient  die  one 
should  be  prepared  to  carry  out  a burr  hole 
exploration  almost  any  place,  even  on  the  kitchen 
table. 

Question:  Would  you  comment  on  the  pattern 
of  respiration  in  the  posterior  fossa  extradural? 

Dr.  Pudenz:  I don’t  know  that  there  is  any 
characteristic  pattern  for  posterior  fossa  hema- 
toma. Actually,  most  individuals  say  that  the 
posterior  fossa  hematoma  doesn’t  have  a classical 
pattern.  I would  assume  there  would  be  suppres- 
sion of  respiration. 

Question:  After  evacuation  of  the  extradural 
clot,  especially  in  a rural  area  two  to  four  hours 
from  neurosurgical  care,  what  should  be  done  if 
there  is  prominent  bleeding  through  the  burr 
holes? 

Dr.  Pudenz:  The  rural  surgeon  should  be  pre- 
pared to  evacuate  an  intracranial  hematoma.  Too 
many  patients  who  are  sent  to  medical  centers 
will  arrive  in  the  emergency  room  either  dead 
or  with  irreversible  brain  damage.  The  rural 
physician  should  start  the  machinery  rolling.  He 
can  summon  a neurosurgeon  but  not  wait  for  his 
arrival.  Bleeding  can  be  controlled  by  packing 
the  site  of  the  hemorrhage. 

Question:  If  no  localizing  signs  appear  except 
for  transient  loss  of  consciousness,  is  there  a 
specific  level  of  rise  in  systolic  pressure  when 
nurses  should  notify  the  doctor? 

Dr.  Pudenz:  I think  the  most  important  thing 
for  the  nurse  to  monitor  is  the  state  of  conscious- 


ARIZONA  MEDICINE 


ness.  ...  Is  the  patient  conversational,  confused, 
or  lapsing  into  coma?  The  nurse  must  be  diligent 
and  unremitting  in  her  approach  to  the  problem. 
She  should  be  instructed  to  check  the  vital  signs; 
namely,  the  blood  pressure,  pulse,  temperature 
and  respiration  every  half-hour  for  at  least  four 
hours.  The  size  of  the  pupils  and  strength  of  the 
handgrips  should  also  be  checked  at  these  times. 
If  the  patient  is  improving  these  periods  can  be 
extended  to  one  hour  or  even  more.  There  is  no 
characteristic  level  of  systolic  blood  pressure  that 
could  serve  as  an  index  of  suspicion. 

Dr.  Clark:  I’d  just  like  to  second  what  Dr. 
Pudenz  has  said.  There  is  really  no  arbitrary 
point  in  any  level  of  blood  pressure  or  pulse  or 
respiration  at  which  the  doctor  ought  to  be 
called.  It  s rather  that  if  there  is  a change  occur- 
ring and  if  the  direction  of  the  change  is  toward 
deterioration.  I would  agree  that  the  most  subtle 
sign  of  increasing  intracranial  pressure  is  a de- 
terioration of  the  level  of  consciousness.  We’ve 
tried  very  diligently  at  Parkland  Hospital  to 
avoid  putting  figures  or  trying  to  code  the  level 
of  consciousness  and  say,  when  the  patient  passes 
stage  five  on  a ten-point  scale,  call  me,  or  some- 
thing like  this.  We  should  get  the  nurses  to 
understand  the  problem  of  what  we’re  looking 
for  and  then  you  rely  on  their  intelligence  to  call 
us  when  things  are  getting  a bit  out  of  hand. 

Question:  There  still  seems  to  be  a controver- 
sy on  the  place  of  lumbar  puncture.  That  is,  the 


Departments  of  Medicine  and  Pediatrics  do  them 
liberally.  Neurosurgeons  advise  caution.  What  is 
the  risk  in  head  injuries?  Is  the  information 
worth  the  risk? 

Dr.  Pudenz:  Lumbar  puncture  should  not  be 
performed  in  patients  who  have  clinical  evidence 
of  markedly  increased  intracranial  pressure  due 
to  the  hematoma  or  extensive  cerebral  swelling. 
As  noted  previously,  a cerebrospinal  fluid  block 
may  be  present  and  pressure  measurements  will 
not  only  be  inaccurate  but  the  lumbar  puncture 
will  predispose  to  hernation  of  the  uncus  and 
hippocampus  through  the  tentorial  notch.  One 
final  word  — A Queckenstedt  test  should  never 
be  performed  on  patients  suspected  of  having  an 
intracranial  lesion.  This  test  should  be  reserved 
for  patients  who  are  suspected  of  having  a block 
in  the  spinal  subarachnoid  space. 

Dr.  Elkins:  Lumbar  puncture  is  frequently 
useful  in  acute  head  trauma,  even  though  there 
is  pressure,  particularly  to  determine  if  there  is 
blood  in  the  spinal  fluid.  If  a patient  with  head 
injury  is  doing  well,  a spinal  tap  is  usually  not 
necessary. 
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INTRACEREBRAL  HEMATOMAS 

Kemp  Clark,  M.D. 


0 F THE  various  mass  lesions  complicating 
head  injury,  intracerebral  hematoma  is  the  rarest. 
Echlin2  reported  an  incidence  of  1 %,  Gurdjian 
and  Webster4  of  1.6%.  Our  own  series  of  2,000 
consecutive  patients  contains  23  cases.  Males 
predominate  over  female,  reflecting  the  generally 
higher  incidence  of  head  injury  in  men. 

Intracerebral  hematomas  may  occur  along  the 
missile  tracts,  or  under  depressed  fractures.  Obvi- 
ously, these  hematomas  are  produced  by  direct 
injury  to  the  walls  of  blood  vessels.  The  search 
for,  and  evacuation  of  such  hematomas,  is  one 
of  the  prime  reasons  for  surgery  in  these  types 
of  brain  injury. 

In  closed  head  injury,  intracerebral  hematomas 
occur  along  shear  lines  within  the  brain,  and  in 
areas  of  cerebral  contusion.  They  are  seen  deep 
in  the  basal  ganglia,  within  the  fiber  tracts  of 
the  cerebral  hemisphere,  in  the  cerebellum,  or 
subcortically  in  the  frontal  and  temporal  lobes. 

Courville1  has  made  an  extensive  review  of  the 
mechanism  of  production  of  intracerebral  hema- 
toma. His  classification  divides  them  into  four 
categories,  two  of  which  have  to  do  with  pene- 
trating wounds  and  two  with  closed  injuries.  He 
recognizes  both  coup  and  contracoup  injuries  as 
being  capable  of  producing  intracerebral  hema- 
tomas. He  furthermore  separates  each  of  these 
into  primary  and  secondary  type  with  the  pri- 
mary being  central  in  location,  and  the  secondary 


type  being  contiguous  with  contused  cortex. 

The  majority  of  intracerebral  hematomas  occur 
as  the  secondary  type  and  are  not  surgically  sig- 
nificant. These  are  small,  irregular,  and  usually 
located  along  the  orbital  surfaces  of  the  frontal 
lobes,  or  the  tips  of  the  temporal  lobe.  They  are 
complications  of  movement  of  the  brain  within 
the  skull  during  the  trauma.  The  tips  of  the 
temporal  lobe  or  the  orbital  surface  of  the  frontal 
lobe,  are  severely  contused,  or  even  pulped  by 
such  movement.  Blood  becomes  intermingled 
with  brain.  Some  authorities  feel  that  this  sec- 
ondary type  should  not  be  confused  with  a true 
intracerebral  hematoma.3  Such  secondary  types 
may  be  associated  with  subdural  hematoma  as 
well,  the  two  masses  of  blood  being  separated 
by  pulped  and  macerated  cortex.  If  the  subdural 
is  evacuated,  the  intracerebral  hematoma  evacu- 
ates spontaneously  as  well. 

Courville’s  primary  type  is  a globular  collec- 
tion of  blood  usually  centrally  placed  either  in 
the  temporal,  or  frontal  lobes,  or  in  the  basal 
ganglia.  The  size  of  the  hematoma  is  dependent 
on  the  size  of  vessel  ruptured.  Recently,  the 
ability  of  the  patient’s  blood  to  clot  has  become 
a significant  factor.  Large  clots  are  seen  in  pa- 
tients being  treated  with  anticoagulants. 

Intracerebral  hematomas  may  present  as  acute 
or  chronic  lesions.  Those  presenting  acutely  after 
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head  injury  are  usually  found  in  searching  for 
other  more  common  types  of  intracranial  mass 
lessions.  These  patients  present  as  fulminate, 
critical  problems  with  signs  of  rapidly  increasing 
intracranial  pressure,  focal  findings  and  signs  of 
transtentorial  herniation.  Often  the  clinical  course 
is  not  altered  by  surgery.  Death  is  quite  common 
in  this  group. 

Occasionally,  intracerebral  hematomas  present 
in  a more  leisurely  way.  The  time  of  appearance 
of  symptoms  may  be  delayed  for  days,  weeks  or 
even  months  after  head  injury.  They  resemble 
subdural  hematomas  in  this  regard,  and,  appar- 
ently, undergo  much  the  same  type  of  evolution 
of  the  clot  from  a solid  mass  of  blood  through 
liquifaction.  They  ultimately  disappear,  leaving 
only  a cyst,  the  lining  of  which  contains  hemo- 
siderin as  a remnant. 

Patients  with  an  intracerebral  hematoma  may 
have  deepening  of  level  of  consciousness  as  the 
first  symptom.  A hemiparesis  is  presently  in  a 
high  percentage  of  cases.  Pupillary  findings  indi- 
cating transtentorial  herniation  may  be  present 
in  those  cases  with  an  acute  hemorrhage.  In  the 
more  chronic  ones,  seizures  may  occur. 

The  intracerebellar  hematoma  presents  in  a 
slightly  different  way.  These  patients  simply  pre- 
sent as  an  acutely  deteriorating  individual. 
Schneider6  points  out  that  a skull  fracture  enter- 
ing the  posterior  fossa  in  a patient  with  rapid 
deterioration  in  level  of  consciousness,  should 
cause  the  surgeon  to  explore  the  cerebellum.  Fo- 
cal signs  or  signs  suggesting  a posterior  fossa 
mass  were  absent  in  his  cases. 

The  course  of  intracerebral  hematomas  is  quite 
variable.  The  prognosis  depends  on  the  asso- 
ciated brain  injury  and  the  rapidity  of  onset  of 
clinical  symptoms.  Again,  their  similarity  to  sub- 
dural hematomas  is  striking.  All  intracerebral 
hematomas  are  not  fatal  and  all  need  not  be 
operated  on.  Patients  may  survive  their  hema- 
tomas without  surgery.  The  following  case  illu- 
strates this  point. 

P.M.,  63-65,  was  a known  alcoholic  who 
sustained  a severe  head  injury  seventeen 
years  prior  to  his  death.  He  had  bloody 
spinal  fluid  and  a mild  hemiparesis  on 
that  hospital  stay.  He  was  again  struck 
by  car  some  seventeen  years  later.  He 
was  admitted  in  a moribund  state,  and 
died  two  days  later.  Autopsy  showed  a 


large  frontal  intracerebral  hematoma 
with  an  adjacent  porencephalic  cyst, 
the  likely  remnant  of  his  old  traumatic 
intracerebral  hematoma. 

One  of  the  most  fascinating  things  about  these 
hematomas  is  those  with  a delayed  onset  of 
symptoms.  Korbin  and  Korbin5  found  that  of 
their  seventeen  cases,  two  were  operated  four 
to  six  months  after  the  injury,  with  a diagnosis 
of  suspected  intracranial  tumor.  We,  too,  have 
observed  this  course. 

P.  C.,  illustrates  the  history  and  opera- 
tive appearance  of  a chronic  intracereb- 
ral hematoma.  She  is  a 36-year-old 
colored  female  who  was  admitted  com-  ' 
plaining  of  headache  and  leftsided 
weakness.  The  onset  of  her  symptoms 
had  been  gradual  and  her  course  pro- 
gressive. Arteriography  demonstrated  a 
mass  lesion  in  the  appropriate  right 
parietal  region. 

Surgery,  thinking  she  had  a brain  tumor, 
was  carried  out.  The  brain  was  swollen, 
the  gyri  flattened  and  one  discolored. 

No  abnormal  or  distorted  gyral  pattern 
was  present.  Under  this  area  of  discolor- 
ed brain,  a 30  cc  cyst  containing  old 
blood  was  found. 

Post-operatively,  we  paid  more  atten- 
tion to  her  history  of  having  been  hit  on 
the  head  four  months  prior  to  her  symp- 
toms. She  has  now  been  followed  for 
seven  years,  and  remains  well. 

The  frequent  association  of  subdural  hemorr- 
hage with  intracerebral  hematomas,  particularly 
in  the  temporal  region,  has  been  noted.  If  an 
intracerebral  hematoma  is  present;  plus  a sub- 
dural, the  two  lesions  are  often  in  continuity, 
so  that  as  one  is  evacuated,  the  other  follows. 
Unfortunately,  it  is  not  universally  true.  When 
the  brain  fails  to  relax  after  evacuation  of  a 
subdural,  further  search  for  the  intracerebral 
hematoma  is  needed.  Of  greatest  concern  is 
when  no  subdural  hematoma  is  found  at  sur- 
gery, and  the  brain  is  tight  and  swollen.  Usually, 
the  brain  is  needled,  looking  for  the  hematoma. 
This  is  the  classical  way  of  trying  to  find  the 
intracerebral  hematoma.  It  is  not  the  best  way. 

We  have  become  ardent  advocates  of  arterio- 
graphy prior  to  intracranial  surgery  in  head 
trauma.  The  accurate  localization  gained  is  well 
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worth  the  few  minutes  required.  By  the  routine 
use  of  arteriograms,  the  frantic  search  for  a 
hematoma  by  “woodpecker”  surgery  or  needling 
of  the  brain  is  avoided.  This  point  is  well  illu- 
strated in  the  following  case. 

A.  T.,  a 19-year-old  white  male  was 
admitted  after  being  thrown  from  his 
motorcycle.  He  was  unconscious  with  a 
hemiparesis.  Burr  holes  were  done,  re- 
vealing a tense  brain  and  subarachnoid 
hemorrhage.  A diagnosis  of  cerebral 
edema  was  made,  and  he  was  treated 
expectantly.  No  improvement  occurred 
over  the  next  24  hours.  Then,  an  arterio- 
gram was  done.  The  presence  of  a large 
intracerebral  hematoma  in  the  temporal 
lobe  was  demonstrated.  Surgical  evac- 
uation was  carried  out  with  improve- 
ment of  the  patient. 

Survival  in  operative  cases  of  a primary  type 
have  been  good.  Korbin  and  Korbin  report  a 
50%  mortality.  Our  own  mortality  is  20%  but,  if 
those  cases  operated  as  an  emergency  are  elim- 
inated, all  our  cases  survived.  Post-traumatic 
neurologic  defects  have  tended  to  clear,  but 
several  of  our  patients  are  less  alert  mentally 
than  before  their  accident.  It  is  my  feeling  that 
this  is  due  to  the  generalized  brain  damage 
rather  than  the  hematoma.  The  hemiparesis  has 
disappeared  in  all  our  cases  who  survived  more 
than  three  months,  except  one.  This  patient 
persists  with  a mild  hemiparesis  two  years  after 
surgery. 

The  prognosis  in  the  secondary  type  of  intra- 
cerebral hematoma  depends  on  the  extent  of  the 
general  brain  damage.  If  a single  coup  or  contra- 
coup  injury  is  present  with  minimal  generalized 
damage,  the  prognosis  is  excellent.  Seizures  and 
focal  neurological  deficit  may  be  present  in  the 
survivors,  depending  on  the  location  of  the 
lesion.  Frankly,  I can  add  little  of  a statistical 
nature  about  such  residuals,  as  I do  not  know 
the  incidence  of  the  secondary  type  of  intra- 
cerebral hematoma  in  surviving  patients.  We 
just  don’t  operate  or  do  contrast  studies  on  them. 

Gurdjian  and  Webster  mention  a 20%  incidence 
of  epilepsy  after  an  intracerebral  hematoma.  Our 
experience  is  that  this  figure  is  too  low,  all  of 
our  long  term  survivors  have  had  at  least  one  fit. 

In  summary,  three  points  stand  out.  First, 
intracerebral  hematomas  are  uncommon  lesions. 


They  may  present  in  a variety  of  ways.  Usually, 
they  present  with  increasingly  deepening  level 
of  consciousness.  A hemiparesis  is  frequently  seen 
with  these  hematomas  with  a supratentorial  loca- 
tion. The  time  of  appearance  of  symptoms  is 
quite  varied,  ranging  from  almost  immediate  to 
several  months.  Like  subdural  hematomas,  the 
prognosis  depends  on  the  time  and  rapidity  of 
onset  of  symptoms  after  injury. 

Secondly,  the  intracerebral  hematomas  are 
associated  with  all  types  of  head  injury,  closed 
and  compound.  The  chief  diagnostic  concern  is 
with  the  closed  type,  as  adequate  debridement 
of  compound  wound  or  depressed  fractures  will 
disclose  the  others.  The  most  frequent  location 
is  either  temporal  or  frontal,  but  parietal,  occi- 
pital, or  cerebellar  locations  have  occurred.  The 
hematoma  may  be  associated  with  subdural 
blood  collection  but  may  exist  as  a solitary  lesion. 

Third,  accurate  localization  of  the  hematoma 
by  arteriography  is  extremely  helpful  in  planning 
surgery.  Those  located  in  the  posterior  fossa  can 
be  identified  by  the  presence  of  acute  hydro- 
cephalus and  a fracture  entering  the  posterior 
fossa. 
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Questions  and  answers  relating  to 
Dr.  Clark's  paper. 

Question:  Have  you  noticed  any  relation  be- 
tween intracerebral  hematoma  and  pregnancy 
or  the  taking  of  the  contraceptive  pills? 

Dr.  Clark:  No,  we’ve  not  been  aware  of  this. 
Actually  very  few  of  our  patients  have  been 
women.  One  or  two  were  undoubtedly  due  to 
the  fact  that  they  were  saying  no  when  they 
should  have  been  saying  yes  and  were  beaten 
about  the  head,  but  this  had  little  to  do  with 
presence  or  absence  of  contraceptive  pills. 

Question:  Is  it  justified  to  do  burr  holes  in  the 
Emergency  Room.  I think  you  mentioned  this 
briefly. 

Dr.  Clark:  I would  agree  with  this.  We  are 
very  fortunate  in  our  hospital  in  that  the  Emer- 
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gency  Room  is  immediately  below  the  operating 
suite  and  we  have  an  elevator  which  has  no 
other  stop  between  the  Emergency  Room  and 
the  operating  suite  and,  as  far  as  I know,  we 
have  not  yet  put  in  any  burr  holes  in  the  Emer- 
gency Room,  but  we  have  sure  put  in  a few  in 
the  elevator  going  upstairs. 

Question:  What  are  the  steps  leading  to  delay- 
ed intracerebral  hematomas?  Was  there  oozing 
from  the  time  of  injury?  Was  there  damage  to 
the  vessels  with  later  rupture  or  was  there  some 
other  mechanism?  How  did  you  feel  that  this 
occurred? 

Dr.  Clark:  I think  that  the  mechanism  for  the 
development  of  intracerebral  hematoma  is  that 
which  occurs  in  chronic  subdural  hematoma.  The 
brain  is  sluggish  in  the  way  it  reacts  to  things 
being  placed  in  it.  If  a clot  occurs  inside  of  a 
lobe  of  the  brain,  it  becomes  walled  off  by  astro- 
cyte proliferation  around  the  edges.  The  blood 
undergoes  the  usual  breakdown  into  a liquid  clot 
and  this  may,  just  as  in  the  subdural  hematoma, 
become  a hypertonic  solution  and  begin  to  ac- 
tually draw  water  into  it.  The  membrane  that 
lies  around  the  outside  of  this  clot,  just  as  the 
chronic  subdural  hematoma  membrane,  also  con- 
tains small  blood  vessels  and  capillaries  which 
may  provide  additional  fluid  into  the  hematoma. 
I do  not  think  that  there  is  persistent  bleeding 
during  this  time.  I think  that  it  may  occur  if  a 


second  head  trauma  comes  along  and  shakes  up 
this  rather  delicately  balanced  mechanism,  but 
at  least  in  the  ones  that  we  have  done,  these 
have  all  looked  very  much  like  the  fluid  that  you 
find  in  a chronic  subdural  hematoma.  There  is 
really  no  hematoma,  as  Doctor  Bucy  said  yester- 
day, it’s  really  all  fluid.  The  clot  has  all  been 
dissipated  by  absorption. 

Question:  Once  the  diagnosis  of  the  intracer- 
ebral hemorrhage  is  made,  is  there  any  use  in 
waiting  to  let  it  organize,  to  localize,  or  would 
you  go  in  right  away? 

Dr.  Clark:  I think  that  should  be  divided  into 
two  categories:  (1)  In  the  patient  who  is  de- 
teriorating from  increased  intracranial  pressure, 
I think  one  has  to  get  busy  and  evacuate  the 

mass  lesion.  (2)  In  the  individual  in  whom  we 

don’t  appreciate  that  there  is  an  intracerebral 
hematoma  and  think  has  a brain  tumor,  we  treat 
as  a brain  tumor  and  may  operate  a day  and  one- 
half  or  so  after  the  arteriogram  and  do  not  know 
that  a hematoma  is  present  until  much  to  our 
surprise,  it  is  found. 

Question:  In  acute  traumatic  intracerebral 

hematoma,  when  do  you  evacuate  it? 

Dr.  Clark:  As  soon  as  I know  it’s  there. 
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“I 

I NJURIES  to  the  head  . . . are  due  for  the 
most  part  to  falls  and  motor  accidents,  to  blows 
by  sharp  and  dull  instruments  and,  both  in  peace 
and  war,  to  penetrating  missiles.”  Quoted  out  of 
context  from  Homans’  “Textbook  of  Surgery” 
1935, 1 these  are,  in  all  probability,  the  words  of 
Harvey  Cushing,  Gilbert  Horrax  or  Tracy  Put- 
nam, the  three  neurological  surgeon  contributors 
to  the  text,  and  may  serve  as  introduction  to  the 
topics  of  scalp  laceration  and  compound  skull 
fracture. 

Simple  linear  lacerations  of  the  scalp,  while 
not  ordinarily  presenting  a difficult  surgical  prob- 
lem, should  be  treated  with  considerable  respect 
because  of  possible  complications.  Since  the 
blood  supply  of  the  scalp  is  prodigious,  the 
danger  of  infection  is  usually  slight  and  yet, 
when  it  occurs,  may  be  difficult  to  control.  Con- 
sequently, careful  mechanical  cleansing  and  de- 
bridement of  the  wound  are  mandatory  prior  to 
closure.  Linear  approximation  of  the  laceration 
will  prevent  future  hypertrophic  scar  formation 
which  may  be  painful  and  annoying  in  other 
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ways,  particularly  if  behind  the  hairline.  The 
material  used  for  closure  perhaps  is  not  so  im- 
portant unless  the  laceration  is  over  an  exposed 
hairless  area.  In  this  instance,  fine  wire,  nylon 
or  plastic  sutures  may  prevent  disfiguring  scars. 
Silk  tends  to  produce  reaction  around  the  suture 
which  should  increase  the  possibility  of  hyper- 
trophic scar.  If  there  is  any  question  about  the 
cleanliness  of  the  wound  at  time  of  closure,  ap- 
propriate local  and  parenteral  antibiotic  therapy 
can  be  utilized,  avoiding  the  World  War  II 
mistake  of  packing  a wound  with  material  which 
solidifies  and  prevents  drainage.  Wound  drain- 
age, at  the  time  of  primary  closure,  while  not 
usually  necessary  or  advocated,  may  at  times  be 
indicated  when  there  is  suspicion  that  the  area 
might  become  infected  or  to  prevent  subgaleal 
hematoma  in  large  scalp  wounds.  If  sepsis  oc- 
curs following  closure,  the  wound  should  be 
opened  and  drained.  Cultures  and  bacterial  sen- 
sitivity studies  will  dictate  appropriate  supple- 
mental antibiotic  therapy.  Because  of  the  loose 
connection,  by  areolar  tissue,  of  the  galea  apo- 
neurotica  to  the  pericranium,  an  occasional  in- 
fected scalp  laceration  may  become  a major 
problem.  Sepsis  may  spread  in  this  compartment 
and  the  resulting  phlegmon  may  require  multiple 
incisions  and  drainage. 

Bleeding  from  a scalp  laceration  is  infrequently 
a problem.  Arteries  tend  to  retract  and  throm- 
bose. Yet  near  exsanguination  can  occur  when 
a laceration  is  large  and  particularly  if  the  pa- 
tient is  hypertensive.  Where  a large  skin  flap 
has  been  laid  back  or  a scalp  avulsion  is  present, 
bleeding  control  from  both  sides  of  the  lacera- 
tion may  best  be  obtained  by  grasping  the  galea 
with  hemastatic  forceps  and  inverting  this  fibrous 
septum  back  over  the  subcutaneous  tissue,  con- 
taining the  blood  vessels,  which  is  immediately 
superficial  to  the  galea.  This  maneuver  traps 
the  arteries  and  effectively  results  in  cessation 
of  arterial  bleeding.  An  occasional  pumping  ar- 
tery may  be  seen  and  readily  grasped  with  a 
hemostat.  Usually,  however,  firm  pressure  over 
a bleeding  scalp  laceration  is  sufficient  to  con- 
trol the  hemorrhage  while  preparation  is  being 
made  for  debridement  and  cleansing  of  the 
wound  prior  to  appropriate  closure. 

More  extensive  scalp  injuries  such  as  avulsion 
and  maceration,  with  tissue  loss,  present  special 
plastic  problems.  Where  tissue  has  been  sacri- 
ficed by  the  injury  or  by  necessary  debridement, 


undermining  the  scalp  between  the  galea  and 
pericranium  may  result  in  sufficient  relaxation 
for  closure  without  tension.  Where  this  maneuver 
is  inadequate,  the  plastic  principle  of  skin  flap 
rotation  usually  is  effective,  remembering  that 
the  flap  pedicle  must  be  broad  enough  to  assure 
an  adequate  blood  supply.  The  denuded  area  of 
the  cranium,  created  by  preparing  the  skin  flap, 
may  then  be  closed  by  undermining  the  scalp 
for  relaxation  or  by  skin  grafting. 

It  is  to  be  hoped  that  the  age  of  malicious 
scalping  is  over.  With  the  advent,  however,  of 
Robinson  Crusoeism  in  respect  to  male  hair  styl- 
ing, there  are  bound  to  be  accidental  massive 
scalp  detachments  such  as  occur  in  women  with 
long  hair  and  occurred  in  women,  prior  to  pro- 
tective devices,  around  fast  moving  industrial 
equipment.  Indeed,  this  unpleasant  predicament 
in  the  modern  male  has  been  reported  in  the 
“British  Journal  of  Surgery.’’2  Again  quoting 
from  Homans’,1  “The  reaction  of  the  skull  to 
detachment  of  the  aponeurosis  has  long  been 
known.  In  the  surgeries  of  many  centuries  ago, 
the  lifeless  yellow  appearance  of  the  denuded 
cranium,  when  robbed  of  its  nourishment  by 
destruction  of  the  vessels  by  which  it  was  pre- 
viously supplied,”  is  described:  “And  it  is  stated 
that  exfoliation  will  greatly  protract  the  cure  of 
the  wound.  To  treat  such  a condition,  the  advice 
is  given  in  Heister’s  Surgery,  a German  work  of 
1718,  that  ‘The  surgeon  ought  to  bore  through 
the  denuded  part  as  well  as  the  diploe  with  an 
awl  for  this  operation  does  not  only  forward  the 
exfoliation  of  the  part  but  makes  way  for  the 
sprouting  up  of  fresh  blood  vessels  . . .’  These  old 
directions  still  have  merit  . . . Successful  skin 
grafting  of  the  denuded  cranium  occasionally 
depends  on  this  step.’  (A  sure  cure  for  part  of 
the  external  appearance  of  Hippyism.) 

Some  interesting  suggestions  have  been  made 
for  handling  of  scalp  avulsions.  It  has  been  advo- 
cated that  the  first  dressing  be  the  avulsed  scalp 
and  that  subsequently  the  separated  member 
might  be  used  as  a free  graft. 

Continuing  with  the  quotation  from  Homans’, 
“.  . . The  fractures  themselves  are  of  less  con- 
sequence than  the  associated  cerebral  injury 
which  goes  with  them.  They  are  not,  however, 
unworthy  of  special  study,  for  from  the  nature 
of  any  fracture  . . . some  inkling  of  the  damage 
which  may  take  place  in  the  brain  can  be  had. 
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Beneath  each  scalp  laceration  may  be  a com- 
pound or  compound  depressed  skull  fracture. 
The  compounding  may  involve  either  one  or  both 
tables  of  the  skull  and  it  is  not  infrequent  that, 
if  both  tables  are  involved,  the  inner  one  is  split 
off  from  the  diploe  and  the  fragments  are  larger 
than  those  of  the  outer  table.  Dura  mater  may 
be  penetrated  and  the  underlying  brain  contused 
or  lacerated.  Foreign  bodies  may  be  either  super- 
ficial or  deep. 

The  discovery  of  compounding  of  the  skull 
beneath  a lacerated  scalp  depends  upon  observa- 
tion and  palpation.  If  cerebral  tissue  is  present 
in  the  wound,  obviously  there  has  been  more 
than  laceration.  The  introduction  of  a sterile 
gloved  finger  into  the  wound  may  verify  the 
presence  of  the  ragged  edges  of  a compound 
skull  fracture.  Skull  x-rays  are  certainly  obliga- 
tory even  if  the  diagnosis  has  been  made  by 
these  methods.  Unsuspected  opaque  foreign  bod- 
dies  may  then  be  identified  and  sometimes  at  a 
surprising  depth.  Great  importance  must  be  at- 
tached to  this  diagnostic  measure,  not  only  from 
a surgical  but  also  from  a medical-legal  point  of 
view.  It  is  not  a bad  idea  to  have  x-rays  made 
even  though  a compound  fracture  is  not  sus- 
pected, since  opaque  foreign  bodies  may  be 
present  in  the  tissues  contiguous  with  the  lacera- 
tion. 

The  management  of  compound  skull  fractures 
is  surgical  and  requires  judgment.  For  example, 
it  is  my  opinion  that  in  any  given  head  injury 
where  the  pericranium  has  been  lacerated  and 
beneath  this  laceration  a linear  fracture  or  area 
of  roughened  bone  be  present,  extensive  debride- 
ment of  these  areas  need  not  necessarily  be  per- 
formed. Let  it  be  pointed  out,  however,  that 
extraneous  material  such  as  hair  should  be  re- 
moved from  linear  fractures.  Recognizing  that 
the  surgeon  has  somewhat  compromised  his 
treatment,  this  class  of  patient  must  be  observed 
carefully  for  developing  infection.  Surely,  anti- 
biotics are  indicated  in  this  instance. 

With  more  extensive  involvement  of  the  cra- 
nium and  the  underlying  structures,  debridement 
is  indicated  and  the  time  of  operation  should  be 
dictated  by  surgical  judgment.  The  optimum 
time  may  vary  from  shortly  after  hospital  admis- 
sion to  an  indefinite  period  depending  on  such 
factors  as  the  presence  of  other  and  more  urgent 
injuries,  the  general  condition  of  the  patient  in 
regard  to  shock  and  the  calculated  extensiveness 


of  the  procedure.  Because  of  the  general  excel- 
lence of  anesthesia  and  the  team  approach  in 
evaluating  and  then  avoiding  potential  surgical- 
anesthetic  complications,  the  time  of  debride- 
ment generally  is  approaching  the  earliest  and 
most  convenient  time  following  injury.  Never- 
theless, a delay  of  operation  for  twenty-four 
hours  when  the  adverse  conditions  mentioned  are 
present  may  decrease  morbidity  and  mortality. 

There  is  some  variance  as  to  the  proper  tech- 
nique for  debridement  of  the  wounds  that  in- 
volve the  cerebrum  after  penetrating  scalp,  skull 
and  dura  mater.  Certainly  it  can  be  agreed  that 
in  the  attempted  removal  of  foreign  bodies,  care 
should  be  exercised  not  to  increase  neurological 
deficit  by  damaging  healthy  brain.  Matson,  writ- 
ing in  “Surgery  in  World  War  II”,3  advocates 
careful  debridement  of  scalp  and  compounded 
bone  initially.  Then,  using  resterilized  instru- 
ments, the  cerebral  wound  is  probed  and  irri- 
gated gently  attempting  to  remove  all  bone  frag- 
ments. There  is  little  doubt  that  the  incidence  of 
infection  and  brain  abscess  is  in  direct  propor- 
tion to  the  bone  fragments  left  behind. 

Deeply  driven  foreign  bodies  such  as  missiles, 
which  frequently  cross  to  the  opposite  side  of 
the  brain  from  the  wound  of  entrance,  should 
not  be  disturbed.  The  danger  of  infection  re- 
mains but  the  missile  is  usually  hot  on  entrance 
and  is  mechanically  cleaned  in  penetration.  Re- 
moval of  these  deep  objects  could  well  produce 
more  extensive  deficit  in  the  cerebrum.  Debride- 
ment of  the  dura  mater  follows  then,  and  either 
primary  dural  closure  or  dural  grafting  using 
adjacent  fascia  is  recommended.  Primary  galeal 
and  skin  closure  completes  the  procedure. 

While  this  is  an  effective  and  meticulous  tech- 
nique, others  advocate  direct  and  initial  attack 
on  the  cerebral  wound,  using  essentially  the  same 
technique  of  irrigation  of  contused  brain  and 
extraneous  material  from  the  area  of  cerebral 
penetration. 

Mr.  Lincoln  was  shot  from  behind,  the  wound 
of  entrance  being  in  the  left  occipital  region  one 
inch  from  the  m'idline,  penetrating  the  lambdoid 
suture  and  passing  through  the  left  lateral  sinus. 
The  bullet  lodged  in  the  frontal  region.  There 
seems  little  doubt  that  the  President  was  kept 
alive  for  several  hours  by  repeated  probing  of 
the  wound  by  the  attending  surgeon.  This  al- 
lowed mascerated  brain  and  clots  to  extrude,  thus 
temporarily  decreasing  intracranial  pressure.4 
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Careful  notes  were  made  by  the  attending  sur- 
geon during  the  hours  before  death  that,  each 
time  the  wound  was  unplugged,  respiration  and 
pulse  improved.  It  is  interesting  that  the  wound 
was  probed  several  times  — by  finger,  silver 
probe  and  finally  by  a Nelaton  probe,  an  instru- 
ment with  a porcelain  tip.  Its  advantage  was 
that,  if  a lead  bullet  was  encountered,  portions 
of  the  lead  would  flake  onto  the  probe  tip.  In 
this  instance,  while  the  surgeon  felt  his  probe 
had  struck  the  missile  deep  in  the  wound  tract, 
no  lead  was  seen  on  the  tip.  When  the  object 
was  removed  at  autopsy,  it  was  found  to  be  of 
extremely  hard  lead  which  explained  the  lack 
of  lead  markings  on  the  porcelain.  The  Nelaton 
probe  was  passed  into  the  wound  and  it  was 
stated  that  fractures  of  the  left  orbital  place  were 
felt  beyond  where  the  missile  had  been  encoun- 
tered so  the  depth  of  the  tract  was  penetrated, 
a feat  carrying  considerable  risk  and  which  prob- 
ably would  not  be  attempted  today.  Neverthe- 
less, had  there  been  time  or  inclination  for  opera- 
tion, the  missile  should  not  have  been  disturbed 
and  debridement  carried  into  the  cortical  wound 
of  entrance  to  the  depth  of  a bone  fragment 
which  had  also  been  located  by  the  probe. 

In  spite  of  the  fact  that  several  professional 
men  were  present  at  the  autopsy,  there  was  a 
disagreement  in  their  reports  as  to  whether  the 
bullet  had  lodged  in  the  left  or  right  side  of  the 
frontal  brain.  This  controversy  certainly  can 
never  be  settled  to  everyone’s  satisfaction.  The 
surgeon,  Taft,  stated  that  the  Nelaton  probe, 
following  the  bullet  tract,  struck  the  bones  of 
the  left  orbit,  whereas  in  describing  the  autopsy, 
he  states  that  the  ball  came  to  rest  behind  the 
right  orbit.  The  right  orbital  plate  had  also  been 
fractured. 

Following  this  fascinating  digression,  used  to 
illustrate  a famous  compound  skull  fracture,  the 
alternate  technique  of  debridement  can  be  con- 
tinued. After  completing  the  cerebral  portion  and 
securing  careful  hemostasis  by  either  clipping 
or  coagulating  bleeding  vessels,  the  potentially 
infected  dural  edges  are  now  debrided.  Closure 
or  grafting  of  the  resulting  defect  probably  is 
not  as  important  as  previously  thought.  Whether 
increased  cerebral  scar  tissue  forms  when  the 
aperture  is  not  closed  is  a moot  question.  A 
further  argument  for  closure,  the  prevention  of 
cerebral  fungus,  has  been  modified  by  newer 


dehydration  materials  manitol,  urea  and  Deca- 
dron.  Certainly  if  the  question  of  infection  is 
remotely  present,  an  open  dura  mater  should 
promote  outward  drainage.  All  surface  bone  frag- 
ments which  have  not  already  been  removed 
should  be;  and  bone  edges  contaminated  by  the 
compounding  should  be  debrided.  Skin  closure, 
usually  without  drainage,  completes  the  proce- 
dure. Generally,  it  is  not  wise  to  utilize  buried 
suture  material  in  these  wounds.  Galeal  closure, 
however,  may  be  indicated  occasionally  if  ten- 
sion is  present  at  the  suture  line.  Relaxation  at 
this  area  may  be  enhanced  by  scalp  undermining 
or  by  multiple  relaxing  incisions  through  the 
dermis  on  each  side  and  parallel  to  the  tense 
closure. 

Removal  of  bone  fragments,  particularly  if  they 
are  standing  on  end  and  in  an  area  in  proximity 
to  a venous  sinus  — this  obtained  in  Mr.  Lin- 
coln’s wound  — may  be  fraught  with  danger  due 
to  profuse  bleeding  which  may  be  difficult  to 
control.  All  these  patients  probably  should  be 
given  antibiotics  for  several  days  after  surgery, 
although,  let  it  be  pointed  out  that  prior  to 
modern  antibacterial  therapy,  many  individuals 
had  uncomplicated  post-operative  courses  fol- 
lowing meticulous  debridement. 

One  should  never  consider  the  debridement  of 
a compound  skull  fracture  to  be  a simple  proce- 
dure. Preparations  should  be  made  for  an  exten- 
sive surgical  operation.  It  is  the  experience  of 
neurosurgeons  that  the  actual  situation  at  the 
time  of  surgery  is  worse  than  it  felt  to  the  ex- 
ploring finger  or  looked  on  the  x-ray. 

Repair  of  the  skull  defect  resulting  from  the 
bone  removed  is  usually  delayed  for  several 
months  although  immediate  cranioplasty  de- 
pends upon  individual  preference.  Tantalum  and 
acrylic  were  both  used  effectively  during  World 
War  II.  Autogenous  bone  grafts  such  as  rib 
fillets  serve  quite  well.  Probably  tantalum  is  as 
widely  used  as  any  material  for  cranioplasty  and 
although  it  has  some  disadvantages  such  as  radio 
opacity  and  occasional  sharp  edge  penetration  of 
overlying  skin,  it  is  most  effective  in  the  covering 
of  large  defects.  The  technique  of  applying  the 
metal  is  quite  simple. 

The  complications  of  compound  depressed 
skull  fractures,  aside  from  the  hematomas  and 
neurological  deficit  as  a result  of  the  brain  injury 
are  — infection  (meningitis),  brain  abscess,  os- 
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teomyelitis  and  post  traumatic  epilepsy.  Manage- 
ment of  brain  abscess  consists  of  appropriate  and 
adequate  drainage  associated  with  antibiotic 
therapy.  Meningitis  may  be  controlled  by  anti- 
biotic therapy  dictated  by  organism  type  and 
sensitivity.  If  osteomyelitis  develops,  wide  ex- 
cision of  the  infected  skull  is  necessary. 

Post-traumatic  epilepsy  is  a major  and  frequent 
occurrence  following  penetrating  wounds  of  the 
brain.  Walker,  in  a special  project  requested 
by  the  United  States  Army  Surgeon  General,  at 
Cushing  General  Hospital  studied  two  hundred 
and  forty-six  ( 246 ) patients  admitted  to  the 
Center  with  the  diagnosis  of  post-traumatic  epi- 
lepsy. Two  hundred  thirty-six  (236)  of  the  pa- 
tients had  had  open  head  wounds.  One-half  of 
these  had  developed  seizures  within  six  months 
after  injury.  Epileptogenic  factors  were  — sever- 
ity of  the  local  wound  with  dural  penetration, 
sepsis  of  the  wound  and  parietal  temporal  loca- 
tion of  the  injury,  i.e.,  in  the  epileptogenic  area 
of  the  brain.5  In  a later  follow-up  study,  Walker 
and  Jablon  determined  that  the  incidence  of 
epilepsy  in  four  hundred  and  seventy-two  (472) 
men  following  dural  penetrating  wounds  was 
30.5%  and  that  80%  of  the  patients  had  their  first 
attack  within  two  years  after  injury.6  Indeed, 
Caveness  reports  that  the  incidence  of  post  trau- 
matic epilepsy  following  cerebral  missile  wounds 
in  the  Korean  campaign  was  42.1%. 7 It  would 
seem  important,  therefore,  that  patients  with 
head  wounds  and  dural  penetration  should  be 
given  anti-convulsant  therapy,  particularly  if  the 
epileptogenic  factors  previously  mentioned  are 
extant. 

In  Old  England,  a frequent  tavern  sign  was  a 
bush  or  bough,  natural  or  pictured,  hung  outside 
the  hostelry  and  an  old  proverb  was  “Good  wine 
needs  no  bush.”  Thus  Shakespeare  had  Rosalind 
say  in  the  epilogue  to  As  You  Like  It:  “If  it  be 
true  that  good  wine  needs  no  bush,  tis  true  that 
a good  play  needs  no  epilogue:  yet  to  good  wine 
they  do  use  good  bushes;  and  good  plays  prove 
the  better  by  the  help  of  good  epilogues.” 

Therefore,  in  conclusion,  it  is  proper  that  the 
speculation  in  the  opening  paragraph  of  this  text, 
as  to  the  neurosurgical  contributors  to  Professor 
Homans’  "Textbook  of  Surgery”  be  clarified.  The 
following  correspondence  was  received  after 
completion  of  this  thesis  and  will  serve,  it  is 
hoped,  as  “bush  for  good  wine.” 


“I  well  remember  when  Doctor  Homans  was 
writing  his  ‘Textbook  of  Surgery’  for  we  fre- 
quently used  to  discuss  it  at  luncheon  at  the 
Brigham  Hospital.  It  seems  to  me  I talked  over 
some  points  with  him  but,  at  present,  I do  not 
remember  which  ones  they  were.  I suspect  that 
he  received  most  of  his  help  from  Gilbert  Horrax 
and  that  Doctor  Cushing  reviewed  the  parts 

dealing  with  surgery  of  the  head  and  brain. 

With  warmest  regards,  I am  yours  very  truly, 
Tracy  Jackson  Putnam.”8 
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Questions  and  Answers  Relating  to 
Dr.  Elkins'  paper 

Question:  Please  comment  about  dural  substi- 
tutes for  contaminated  dural  defects,  their  ad- 
vantages and  disadvantages. 

Dr.  Elkins:  My  introduction  to  dural  substi- 
tutes was  with  cargile,  an  animal  membrane, 
which  was  adequate.  However,  grafts  of  homog- 
enous fascia  are  preferred  over  other  substances 
for  dural  defect  repair.  In  a contaminated  wound, 
it  is  doubtful  if  any  foreign  substance  should  be 
introduced.  After  meticulous  debridement  of  a 
compound  skull  fracture,  dural  repair,  if  primary 
closure  is  not  possible,  may  reduce  the  amount 
of  scarring  and  adhesions  but  this  is  by  no  means 
a certainty. 

Question:  If  it  becomes  necessary  to  debride 
bony  fragments  and  one  cannot  repair  skull, 
when  is  a tantalum  cranioplasty  done?  Imme- 
diately or  later? 

Dr.  Elkins:  This  is  a matter  of  individual  pref- 
erence. Doctor  James  Gardner  and  others  have 
advocated  immediate  tantalum  cranioplasty  at 
the  time  of  debridement. 

Dr.  Pudenz:  I would  be  very  reluctant  to  put 
any  foreign  body  in  a potentially  contaminated 
area.  In  a simple,  non-contaminated,  comminuted 
depressed  fracture  the  large  bone  fragments  can 
be  fitted  in  the  skull  defect  like  pieces  of  a jig- 
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saw  puzzle  and  will  usually  fuse  into  a solid  bony 
mass  with  an  excellent  result.  If  the  depressed 
fracture  is  compounded  but  not  contaminated 
with  foreign  material,  this  procedure  is  also  per- 
missible in  the  early  stages  after  the  injury.  If 
several  hours  have  elapsed  following  the  injury 
and  the  wound  is  grossly  contaminated,  the  bone 
fragment  should  be  removed  and  the  wound  de- 
brided  and  closed.  Cranioplasty  with  tantalum, 
acrylic  or  autogenous  bone  can  then  be  per- 
formed at  a later  date. 

Question:  What  neurosurgeons  would  like  to 
disagree  with  putting  back  contaminated  bone? 

Dr.  Bucy:  I’m  sure  that  Doctor  Pudenz  did  not 
mean  that  he  uses  contaminated  bone  in  a com- 
pound fracture. 

Dr.  Pudenz:  I said  in  a non-compounded,  com- 
minuted depressed  skull  fracture,  to  use  the 
bone,  but  not  in  a compounded  fracture. 

Dr.  Bucy:  I think  you  can  put  bone  back  in  a 
compound  wound  if  you  put  back  clean  bone. 

Dr.  Bucy:  I’d  like  to  comment  that  I think  one 
ought  never  to  put  a foreign  body  in  an  infected 
wound.  I don’t  care  what  the  foreign  body  is 
whether  it’s  a tantalum  plate  or  silk  or  what 
have  you.  The  infected  wound  ought  to  have 
no  added  foreign  bodies.  One  should  wait  until 
the  infection  has  subsided  and  has  been  absent 
for  a long  time  before  a repair  is  attempted.  This 
is  not  what  Doctor  Pudenz  was  talking  about.  He 
spoke  about  the  fresh  wound  which  can  be  satis- 
factorily debrided  in  which  case  you  can  lay 
back  clean  bone  fragments  in  the  defect  and  they 
will  take.  If  they  don’t  take,  if  the  wound  be- 
comes infected  then  they  must  be  removed. 


There  is  one  other  important  point  here.  I would 
agree  with  Doctor  Elkins,  that  the  missile  is  not 
the  thing  which  you  are  after  in  gunshot  wounds 
of  the  head.  It  is  usually  over  on  the  other  side  of 
the  head  anyway.  But  what  you  must  take  out 
are  the  bone  fragments  which  are  driven  into 
the  brain.  If  you  don’t  a brain  abscess  will  almost 
certainly  develop. 

Dr.  Elkins:  Well,  I agree  quite  heartily  with 
Doctor  Bucy.  I don’t  know  that  we  can  take  out 
all  the  bony  fragments  in  certain  wounds.  A 
certain  percentage  of  the  fragments  are  going  to 
be  so  small.  They  won’t  be  seen  on  X-ray.  A 
certain  number  of  these  cases  will  develop  a 
brain  abscess,  and/or  meningitis,  no  matter  whaT: 
you  do  nor  how  thoroughly  the  wound  is  irri- 
gated. 

Question:  In  a post  operative  abscess  do  you 
remove  the  bone  and  if  so  do  you  retain  it  or 
replace  it  at  a later  date  with  metal  or  acrylic? 

Dr.  Elkins:  If  the  bone  had  been  placed  back 
in  the  wound,  I would  certainly  take  it  out.  I 
agree  with  Doctor  Bucy,  in  that  no  foreign  body, 
including  bone,  should  be  used  until  all  infection 
has  ceased. 

Dr.  Clark:  Thank  you.  Doctor  Elkins,  for  the 
historical  note  regarding  Mr.  Lincoln’s  gunshot 
wound.  The  controversy  regarding  that  case  still 
generates  several  inquiries  to  the  National  Ar- 
chives every  month.  In  light  of  the  questions 
raised  about  a more  recent  Presidential  gunshot 
wound,  this  may  restore  some  perspective.  * 


“Editor’s  Note:  (Dr.  Kemp  Clark  had  the  frightful  responsibility 
of  managing  the  neurosurgical  aspects  of  the  gunshot  wounds  suf- 
fered by  President  Kennedy.) 
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BASAL  SKULL  FRACTURES; 
INCLUDING  RHINORRHEA  AND  OTORRHEA 


I RACTURES  of  the  base  of  the  skull  often 
pose  problems  peculiar  to  them  in  addition  to 
all  the  other  problems  commonly  associated  with 
craniocerebral  injuries.  These  special  problems 
arise  from  a variety  of  factors  — the  fact  that 
all  of  the  various  cranial  nerves  pass  through 
the  base  of  the  skull,  the  location  of  the  ears  and 
paranasal  sinuses  in  the  base  of  the  skull,  the 
formation  of  the  roof  of  the  nose  and  nasophar- 
ynx by  this  part  of  the  skull  and  the  close  prox- 
imity of  the  base  of  the  brain.  Another  problem 
is  presented  by  the  fact  that  fractures  in  this 
location  are  much  more  difficult,  even  impos- 
sible, to  demonstrate  radiographically  as  com- 
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pared  with  the  fractures  of  the  vault  which  are 
usually  readily  demonstrable.  As  a result,  the 
diagnosis  of  a basal  skull  fracture  must  often 
rest  upon  presumptive  evidence. 

The  most  common  evidence  of  such  a fracture 
is  the  drainage  of  blood  or  cerebrospinal  fluid 
from  the  nose  or  ear.  Obviously  the  appearance 
of  cerebrospinal  fluid  is  the  more  positive  evi- 
dence. When  blood  is  present  one  must  first 
assure  himself  that  it  is  not  the  result  of  a more 
peripheral  injury.  The  appearance  of  brain  tissue 
from  the  ear  is  also  positive  evidence  of  a basal 
skull  fracture,  but  fortunately  it  is  not  too  com- 
mon. More  will  be  said  later  about  dealing  with 
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the  serious  problem  of  the  drainage  of  cerebro- 
spinal fluid. 

Except  for  the  olfactory  nerves,  evidence  of 
damage  to  one  or  more  of  the  cranial  nerves  is 
good  presumptive  evidence  of  a basal  skull  frac- 
ture. The  olfactory  nerves  are  commonly  torn 
in  severe  craniocerebral  injuries  of  other  types 
with  a resulting  loss  of  the  sense  of  smell  and 
much  of  taste.  Unfortunately  this  is  not  a defi- 
ciency which  can  be  repaired. 

The  optic  nerves  are  not  infrequently  dam- 
aged with  a basal  skull  fracture.  Fortunately  this 
often  involves  only  one  nerve.  On  occasion  the 
optic  chiasm  is  torn  or  severely  injured  causing 
a bitemporal  hemianopia.  Unfortunately,  these 
injuries  can  not  often  be  repaired  but  special 
X-ray  studies  of  the  roof  of  the  orbits,  the  optic 
foramina,  the  sella  turcica  and  the  tuberculum 
sellae  should  be  made  and  the  situation  care- 
fully assessed  in  the  hopes  that  one  may  find 
only  a compression  rather  than  a division  of 
these  neural  structures. 

The  3rd,  4th  and  5th  cranial  nerves  are  much 
less  commonly  involved  directly  by  fractures  of 
the  base  of  the  skull,  and  the  6th  is  not  too  often 
damaged.  The  7th  and  8th  cranial  nerves,  which 
pass  through  the  petrous  pyramid,  are  probably 
the  ones  most  commonly  damaged  by  such  a 
fracture.  A facial  paralysis  which  appears  imme- 
diately after  the  injury  is  serious  and  will  prob- 
ably require  a surgical  pocedure  before  it  is 
corrected.  On  the  other  hand  a facial  paralysis 
which  develops  some  time  after  the  injury  is 
usually  due  to  hemorrhage  or  edema  about  the 
7th  nerve  and  will  commonly  recover  sponta- 
neously. In  those  cases  in  which  the  facial 
paralysis  does  not  recover  within  three  months 
the  facial  canal  in  the  petrous  bone  should  be 
explored  and  the  ends  of  the  nerve  approximated 
or  a nerve  graft  inserted  between  the  nerve  ends. 
The  results  of  such  operations  carried  out  within 
three  months  are  good. 

Hearing  may  be  impaired  because  of  damage 
to  the  inner  or  middle  ear  or  because  of  damage 
to  the  8th  nerve.  Surgical  treatment  of  such  in- 
juries is  seldom  successful.  Damage  to  the  inner 
ear  either  with  or  without  a basal  skull  fracture 
often  disturbs  the  vestibular  mechanism.  Many 
patients  suffer  from  severe  vertigo  shortly  after 
a major  head  injury.  Fortunately  this  symptom 
is  often  of  short  duration,  but  in  some  instances 


it  can  be  most  annoying  for  some  time.  How- 
ever, I have  never  seen  a patient  who  developed 
vertigo  as  the  result  of  a skull  fracture  who  re- 
quired an  operation  for  its  relief.  Here  one  must 
distinguish  between  the  true  vertigo  due  to  vest- 
ibular injury  and  the  lightheadedness  or  giddi- 
ness which  occurs  after  many  head  injuries  and 
is  often  precipitated  by  postural  changes.  The 
mechanism  of  this  latter  symptom  is  not  well 
understood  and  the  passage  of  time  is  the  best 
treatment. 

Involvement  of  the  9th,  10th,  11th  and  12th 
cranial  nerves  might  occur  as  the  result  of  a basal 
skull  fracture  but  is  actually  very  uncommon. 

Damage  to  the  base  of  the  brain  as  a result 
of  a basal  skull  fracture  is  uncommon.  Usually 
such  injury  is  secondary  to  the  general  cranio- 
cerebral injury,  and  most  commonly  involves  the 
midbrain.  On  rare  occasions,  however,  a basal 
skull  fracture  may  result  in  damage  to  the  hypo- 
thalamic-hypophysial system  causing  a diabetes 
insipidus.  Ordinarily  this  is  a self-limiting  condi- 
tion which  can  be  satisfactorily  treated  as  long 
as  it  is  present  by  the  use  of  pitressin.  In  cases 
of  basal  skull  fracture  with  polyuria  and  poly- 
dypsia  the  pitressin  should  not  be  given  in  the 
form  of  nasal  snuff,  as  this  may  provoke  sneezing. 
Should  there  be  a defect  in  the  bone  leading  into 
the  intracranial  cavity  sneezing  might  force  in- 
fected material  through  the  defect  and  cause 
a meningitis. 

Among  the  more  serious  and  common  compli- 
cations of  fractures  of  the  base  of  the  skull  are 
cerebrospinal  rhinorrhea  and  otorrhea.  Such 
leakage  of  cerebrospinal  fluid  from  the  ear  or 
from  the  nose  indicates  the  presence  of  a basal 
skull  fracture  and  a tear  of  the  dura  mater  and 
arachnoid  membrane,  creating  a pathologic  sinus 
to  the  outside  through  which  cerebrospinal  fluid 
escapes  via  the  nose  or  via  the  ear  or  both.  The 
mere  leakage  of  cerebrospinal  fluid  to  the  out- 
side, of  itself,  is  actually  not  particularly  serious 
although  in  young  children  the  loss  of  fluid  may 
prove  very  serious  and  even  fatal  through  ex- 
cessive loss  of  cloride.  Such  a possibility  must 
be  recognized  and  properly  managed  by  chloride 
ion  replacement.  Other  than  for  this  very  real 
problem  in  small  children,  the  danger  exists  in 
all  patients  that  air  and  bacteria  now  having 
ready  access  to  the  intracranial  spaces  can  com- 
plicate the  problem  further  with  results,  at 
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times,  not  too  happy. 

Bacteria  entering  the  intracranial  spaces  via 
such  tracts  can  readily  produce  meningitis  which 
also  might  vary  in  severity  depending  upon  the 
amount  of  contamination  and  upon  the  virulence 
of  the  infecting  organism.  Fortunately,  the  larg- 
est proportion,  by  far,  of  cases  of  cerebrospinal 
fluid  rbinorrbea  and  cerebrospinal  fluid  otorrhea 
heal  spontaneously,  but  until  that  occurs  special 
steps  must  be  taken  to  prevent  the  development 
of  a meningitis.  A wide  spectrum  antibiotic 
should  be  given  in  all  cases  of  basal  skull  frac- 
ture involving  the  ear  or  paranasal  sinuses  wheth- 
er there  is  a leakage  of  fluid  or  not  and  should 
be  continued  for  a minimum  of  two  weeks.  If 
there  is  a leakage  of  cerebrospinal  fluid  the  anti- 
biotic administation  should  continue  as  long  as 
it  lasts.  But  this  alone  is  not  enough.  It  is  always 
tempting  to  sit  up  the  patient  who  has  a drain- 
age of  cerebrospinal  fluid  because  this  usually 
stops  the  discharge.  This  should  not  be  done.  On 
the  contrary,  the  patient  should  be  kept  hori- 
zontal to  encourage  the  drainage  of  fluid.  As 
long  as  fluid  is  draining  out  it  is  less  likely  that 
infection  will  enter  into  the  intracranial  cavity. 
If,  however,  the  patient  is  sat  up  the  intracranial 
pressure  will  fall  below  atmospheric  pressure 
and  infected  material  may  well  be  sucked  into 
the  intracranial  cavity.  Similarly  anything  which 
may  cause  sneezing  or  coughing  with  resulting 
increase  in  intranasal  pressure  should  be  avoided. 
And  the  patient  should  be  warned  against  blow- 
ing his  nose. 

In  patients  with  a cerebrospinal  fluid  otorrhea 
additional  precautions  must  be  taken.  The  ex- 
ternal auditory  canal  should  never  be  irrigated 
or  plugged  with  anything  in  such  cases.  The 
canal  should  be  carefully  cleaned  of  wax  or 
blood  clot  to  encourage  free  drainage  of  fluid. 
At  times,  especially  shortly  after  injury,  the  drain- 
age of  blood  from  the  ear  may  obscure  the  fact 
that  there  is  also  a drainage  of  cerebrospinal 
fluid.  On  occasion  the  appearance  of  brain  tissue 
from  the  involved  ear  will  also  indicate  the 
presence  of  an  opening  between  the  intracranial 
cavity  and  the  external  ear.  Furthermore,  bac- 
terial infection  via  these  fistulae  may  produce  — 
even  in  absence  of  clinical  evidence  of  simple 
meningitis  — extradural  or  intracerebral  abscess- 
es. Bacterial  infection  via  these  cerebrospinal 
fluid  fistulae  is  certainly  the  complication  to  be 
feared  most  with  such  basilar  skull  injuries. 


Another  sequel  of  cerebrospinal  fluid  leaks 
to  the  outside  is  that  of  air  entering  the  intra- 
cranial cavity  via  the  abnormal  traumatic  sinus. 
This  is  not  a particularly  common  complication. 
Quite  small  collections  of  air  in  the  subarach- 
noid space  in  small  localized  areas  adjacent  to 
the  fracture  at  the  base  of  the  skull  may  be  all 
that  develop  and  may  escape  recognition.  In 
others  more  extensive,  the  entire  subarachnoid 
space  including  the  basilar  cisternae  may  be 
filled  with  air.  In  others  the  ventricular  system 
may  be  filled  with  air.  Such  collections  of  air 
are  readily  demonstrated  by  X-ray  examination 
and  when  present  provide  prima  facie  evidence 
of  a skull  fracture  and  a cerebrospinal  fluid 
fistula  for  air  can  not  enter  this  system  spon- 
taneously without  the  escape  of  fluid.  The  air 
of  itself  is  not  of  serious  consequence,  although 
it  may  produce  a sterile  meningitic  response 
with  headache  and  stiff  neck.  But  the  implica- 
tions of  such  air  inside  the  skull  are  serious  and 
require  the  same  attention  as  those  outlined 
above  for  the  treatment  of  a drainage  of  cere- 
brospinal fluid.  Many  patients  with  air  in  the 
ventricles  will  remark  about  hearing  water  splash 
inside  their  heads  comparable  to  that  heard  on 
shaking  a partially  filled  bottle.  Of  course,  not 
all  fluids  escaping  from  the  nose,  even  with  a 
history  of  craniocerebral  trauma,  are  cerebro- 
spinal fluid.  To  confirm  that  the  escaping  fluid 
is  indeed  cerebrospinal  fluid,  the  fluid  must  be 
examined  for  the  presence  of  sugar.  Only  cere- 
brospinal fluid,  not  nasal  secretions,  will  give 
this  response.  Should  the  patient  be  a child  and 
the  leakage  of  fluid  be  profuse  or  prolonged 
careful  attention  must  be  given  to  blood  chloride 
ion  levels  and  deficits  treated  accordingly. 

As  with  all  patients  with  craniocerebral  injuries 
roentgenographic  studies  must  be  deferred,  in 
general,  until  the  patient’s  clinical  condition  in- 
dicates such  studies  might  be  made  safely.  Even 
then,  a fracture  of  the  base  of  the  skull  is  often 
impossible  to  demonstrate  by  X-ray.  Lamino- 
graphic  studies  of  the  skull  have  shown  more 
basilar  fractures  than  we  previously  had  been 
able  to  demonstrate,  but  even  these  may  prove 
of  no  help.  Most  often,  the  skull  fracture  con- 
tributing to  cerebrospinal  fluid  rhinorrhea  in- 
volves the  anterior  cranial  fossa  in  the  area  of 
the  cribriform  plate,  or  the  walls  of  the  paranasal 
sinuses.  However,  a cerebrospinal  fluid  rhinorr- 
hea may  on  occasion  originate  with  defects  of 
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the  floor  of  the  skull  seemingly  remote  from  the 
anterior  cranial  base,  as  for  example  from  a 
fracture  in  the  area  of  the  petrous  pyramid  of 
the  temporal  bone  through  the  roof  of  the  ear, 
either  the  middle  ear  or  the  external  auditory 
canal.  Cerebrospinal  fluid  which  enters  the  mid- 
dle ear  may  escape  via  the  eustachian  tube  into 
the  naso-pharynx  and  present  as  fluid  coming 
out  the  nostril.  In  such  cases,  as  in  those  orig- 
inating farther  anterior  (as  for  example  in  the 
vicinity  of  the  cribriform  plate),  the  patient  may 
not  leak  fluid  from  the  nose.  The  fluid  in  these 
instances  may  merely  enter  the  pharynx  and  be 
swallowed  by  the  patient  and  he  may  be  com- 
pletely unaware  of  this  discharge.  However,  if 
he  is  placed  face  down  with  his  head  dependent 
fluid  can  usually  be  made  to  drip  from  his  nose. 
A lumbar  puncture  should  be  made  only  for 
very  special  reasons.  A lumbar  puncture  will 
reduce  the  intracranial  pressure  and  encourage 
the  aspiration  of  bacteria  and  air  into  the  cranial 
cavity,  the  very  complications  we  strive  to  pre- 
vent. Should  meningitis  develop,  however,  a 
lumbar  puncture  should  be  made  to  confirm 
the  presence  of  meningitis  and  to  obtain  bac- 
teria cultures  and  bacterial  sensitivity  studies  to 
aid  in  the  choice  of  proper  antibiotics.  If  the 
fistula  is  not  closed  meningitis  often  occurs  re- 
peatedly. 

Cerebrospinal  otorrhea  heals  spantaneously 
more  often  than  does  rhinorrhea.  Whenever  the 
discharge  of  cerebrospinal  fluid  persists,  how- 
ever, efforts  to  close  the  fistula  surgically  must 
be  made.  First,  one  must  locate  its  site  as  ac- 
curately as  possible.  There  are  many  locations 
in  which  such  fistulae  may  occur.  The  bony  and 
meningeal  defect  may  be  in  the  petrous  pyramid 
with  a discharge  of  the  fluid  along  the  Eusta- 
chian tube,  or  into  the  middle  ear  or  into  the 
external  auditory  canal.  The  fistula  may  also  be 
into  the  sphenoid,  ethmoid  or  frontal  sinuses  or 
into  the  roof  of  the  nose  through  the  cribriform 
plate.  One  must  always  bear  in  mind  that  a dis- 
charge along  the  Eustachian  tube  into  the  naso- 
pharynx will  produce  a drainage  of  fluid  from 
the  nose  and  not  from  the  ear.  Accordingly  the 
drainage  of  fluid  from  the  nose  does  not  neces- 
sarily mean  that  the  fistula  is  into  the  roof  of 
the  nose  or  one  of  the  paranasal  sinuses. 

Careful  radiological  studies  must  be  made  in 
an  effort  to  locate  the  bony  defect  and  the  fist- 


ulous tract.  Laminographic  studies  of  the  base 
of  the  skull  may  prove  helpful,  or  the  introduc- 
tion of  radiopaque  substances  into  the  ventricular 
system  and  subarachnoid  spaces.  Air  studies  are 
less  commonly  of  help.  All  too  frequently  all 
radiological  procedures  fail  to  localize  the  defect. 

Dr.  Gordon  H.  Scott,  our  rhinologist,  devised 
a very  useful  means  of  locating  the  fistula.  He 
places  small  sugar  sensitive  papers  at  various 
points  in  the  roof  of  the  nose  and  nasopharynx 
and  is  often  able  to  locate  the  fistula  accurately. 
The  neurosurgeon,  now  having  localized,  as  well 
as  he  can,  the  source  of  the  cerebrospinal  leak 
must,  via  craniotomy  and  examination  of  the 
base  of  the  skull,  find  and  repair  the  defect  with 
any  material  or  anatomic  structures  available 
in  the  individual  circumstance.  In  general  his 
approach  must  be  three-fold.  Surprisingly  it  is 
best  to  begin  by  enlarging  the  bony  defect. 
Every  effort  should  be  made  to  preserve  the 
mucous  membrane  lining  the  involved  sinus  so 
that  it  can  heal  most  advantageously.  Commonly 
the  arachnoid  membrane  protrudes  through  the 
defect  from  the  intracranial  cavity.  This  protru- 
sion must  be  removed  or  cut  off  and  every  effort 
made  to  induce  it  to  heal  by  scar  formation. 
Lastly  the  defect  should  be  closed.  Because  of 
the  risk  of  infection  foreign  bodies  are  undesir- 
able for  this  purpose.  Dural  flaps,  fascial  grafts 
and  bony  grafts  taken  from  the  patient  are  best. 

At  times,  to  find  the  defect  at  operation  is 
relatively  easy  and  at  others  impossible.  In  these 
instances,  the  general  area  of  suspected  site  of 
the  fistula  must  be  covered  by  dural  transposi- 
tions or  some  other  materials  used  for  such  re- 
pairs. After  operation,  we  face  the  additional 
problem  of  post-operative  infection  intracranial- 
ly.  Having  disturbed  a pathologic  status  quo  and 
manipulated  in  the  area  of  a communication  into 
a potentially  infected  area  such  a complication 
is  a very  real  risk.  Post-operatively  the  patient 
must  again  be  kept  horizontal  and  be  placed  on 
prophylactic  broad  spectrum  antibiotics,  for  a 
minimum  of  two  weeks. 

Often  fractures  of  the  base  of  the  skull  have 
been  looked  upon  as  far  more  serious  than  frac- 
tures of  the  vault.  Although  such  fractures  do 
pose  special  problems,  as  we  have  outlined,  they 
are  not  necessarily  more  serious  than  fractures 
of  the  skull  elsewhere.  The  important  thing  is 
never  the  fracture  wherever  it  may  be,  but  the 
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injury  to  the  brain,  to  the  nerves  arising  from  it 
and  to  the  membranes  which  cover  it.  Each  casie 
must  be  carefully  evaluated  on  its  own  merits 
and  appropriate  treatment  established  and  di- 
rected in  accordance  with  the  condition  found. 
Like  everything  else  in  medicine  generalizations 
such  as  we  have  presented  here  are  only  of 
value  in  teaching  and  in  the  consideration  of  the 
overall  problem.  Each  case  is  a unit  unto  itself. 


Questions  and  Answers  relating  to 
Dr.  Buoy's  paper. 

Question:  How  long  do  you  wait  before  at- 
tempting to  repair  a patient  who  has  persistent 
rhinorrhea?  If  the  frontal  sinus  is  involved  what 
surgical  technique  to  you  use  to  isolate  it? 

Dr.  Bucy:  This  decision  revolves  around  two 
points:  (1)  the  condition  of  the  patient,  and  (2) 
the  nature  and  location  of  the  defect.  In  general, 
defects  of  the  frontal  sinus  are  the  easiest  to  deal 
with.  They  are  readily  approached  by  an  osteo- 
plastic frontal  flap  enabling  you  to  get  behind 
the  sinus  and  repair  the  defect.  These  have  not 
proved  to  be  serious  problems.  Furthermore, 
of  all  of  the  defects  about  the  nose  those  of  the 
frontal  sinus  heal  spontaneously  more  frequently 
than  any  others.  They  seldom  need  to  be  re- 
paired. Uusually  one  waits  for  six  to  eight  weeks 
before  attempting  repair  of  a cerbrospinal  fluid 
fistulae  to  see  if  it  will  not  heal  spontaneously. 

The  fistulae  are  often  difficult  to  demonstrate 
and  locate  accurately.  As  I noted  earlier  a va- 
riety of  procedures  may  have  to  be  used.  We 
have  not  used  radioactive  materials,  but  they 
have  been  used  by  others. 

Dr.  Green:  Delineation  of  the  pathway  of 
rhinorrhea  with  isotopic  methods  was  called  to 
our  attention  by  Doctor  Di  Chiro,  of  Bethesda. 
We  had  a patient  who  was  dripping  cerebro- 
spinal fluid  from  the  left  nostril.  A consultant 
determined  the  fluid  to  be  oozing  from  the  os- 
tium of  the  sphenoid  sinus.  Our  Neuroradiologist, 
Doctor  Robert  Flynn,  obtained  the  method  of 
Doctor  Di  Chiro  and  the  appropriate  form  of 
RISA.  This  was  injected  into  the  lumbar  subar- 
achnoid space.  Its  pathway  was  followed  up  into 
the  basal  cisterns  and  down  into  the  sphenoidal 
sinus  which  told  us  where  the  opening  from  the 
base  of  the  skull  was  located.  This  led  to  direct 


surgical  repair  by  craniotomy  and  closure  of  the 
fistula.  It  doesn’t  always  work  so  well  but,  as 
Doctor  Bucy  has  mentioned,  one  must  use  every- 
thing at  his  disposal  to  get  the  answer  before 
the  head  is  opened.  Such  an  ostia  can  be  very 
elusive,  and  unless  it  is  obliterated  the  danger- 
ous leak  will  continue. 

Question:  In  closing  a cerebrospinal  fistula, 
can  one  do  so  by  splitting  the  dura  into  its  two 
leaves? 

Dr.  Bucy:  This  is  perfectly  feasible  but  time- 
consuming  and  seldom  necessary. 

Question:  In  cases  of  basal  skull  fracture  where 
there  is  a facial  palsy,  how  soon  would  you  ad- 
vise operation  on  the  facial  nerve? 

Dr.  Bucy:  Within  three  months. 

Question:  Is  this  a neurosurgical  or  an  oto- 
logical  procedure? 

Dr.  Bucy:  It  depends  upon  the  training  and 
experience  of  the  surgeon.  It  is  not  a neurosurgi- 
cal procedure  in  our  institution  because  no  one 
of  our  neurosurgeons  is  experienced  in  the  ex- 
posure of  the  facial  canal  and  a man  who  isn’t 
experienced  can  damage  the  facial  nerve.  For 
this  reason  our  operations  are  done  by  the  otolo- 
gists. There  are  neurosurgeons  who  are  experi- 
enced in  this  area  and  there  is  no  reason  why 
it  shouldn’t  be  done  by  a neurosurgeon  if  he  is 
competent.  Repair  of  the  facial  nerve  near  the 
angle  of  the  jaw  is  usually  a neurosurgical  pro- 
cedure. 

Question:  Please  comment  about  dural  substi- 
tutes for  contaminated  dural  defects  — their  ad- 
vantages and  disadvantages. 

Dr.  Bucy:  My  own  feeling  is  that  the  best 
tissue  to  use  for  repairing  defects  are  the  pa- 
tient’s own  tissues,  I don’t  like  artificial  material 
and  I don’t  like  frozen  or  fixed  materials  which 
have  been  prepared  in  advance.  I realize  that 
there  are  others  who  do  but  I have  seldom  seen 
the  need  for  these.  I try  to  obtain  tissue  locally 
either  from  fascia  of  the  temporal  muscle  or 
from  periosteum,  if  it’s  a small  defect,  or  by  re- 
flecting dura  from  another  place,  as  I mentioned, 
in  repairing  the  cerebrospinal  fluid  fistula.  If 
that  is  not  feasible,  you  can  get  enough  fascia 
lata  to  repair  almost  anything  and  I much  pre- 
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fer  to  do  that  rather  than  to  use  a foreign  ma- 
terial. This  is  not  true  of  the  bony  defects.  I was 
brought  up  as  apparently  Doctor  Elkins  was,  to 
use  bone  grafts  for  repairing  these  but  all  too 
frequently  bone  grafts  to  the  skull  absorb.  For 
this  reason,  in  repairing  of  bony  defects  I prefer 
to  use  metal.  I realize  that  many  people  use  acry- 
lics and  other  plastics  for  these  purposes  and 
these  are  perfectly  acceptable.  I use  previously 
prepared  metal  plates  whenever  possible  and 
small  plastic  buttons  for  repairing  small  de- 
fects. When  I have  a defect  that  I know  in  ad- 
vance is  not  going  to  be  well  fitted  by  one  of 
the  available  standard  metal  plates  I make  a 
plaster  cast  of  the  patient’s  defect  externally  and 
also  a drawing  of  it  and  then  have  a special  plate 
made  to  fit  that  particular  defect.  This  is  par- 
ticularly true  for  the  part  of  the  head  where 
the  other  plates  do  not  fit  well  or  where  you 
have  a very  large  and  peculiarly-shaped  defect. 
Whether  one  uses  tantalum  or  stainless  steel 
seems  to  make  no  difference.  Either  one  works 
perfectly  well. 

Question:  Would  you  also  give  corticosteroids? 

Dr.  Bucy:  We  use  steroids  in  the  treatment  of 


Bell  s Palsy.  I don’t  know  how  effective  it  is  be- 
cause they  usually  recover  anyway.  I think 
maybe  they  get  well  a little  faster  with  steroids. 
I have  serious  doubts  that  it’s  going  to  change 
the  clinical  picture  much  in  traumatic  cases. 

Question:  There  is  laboratory  evidence  that 
steroids  decrease  ventricular  pressure  and  brain 
bulk,  presumably  edema,  in  tumor  and  trau- 
matic brain  swilling.  What  further  evidence  do 
you  think  we  should  obtain? 

Dr.  Bucy:  It  should  be  pointed  out  that  there 
is  a great  difference  between  the  use  of  steroids 
in  cases  of  tumor  and  the  use  of  steroids  in  cases 
of  trauma.  Steroids  properly  used  can  be  very 
effective  in  cases  of  tumor,  both  post-operatively, 
pre-operatively  and  in  cases  of  recurrence  of  the 
tumor.  But  the  value  of  steroids  in  case  of  trau- 
matic injury  of  the  brain  has  yet  to  be  demon- 
strated. 
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Section  XI 


RECOGNITION  AND  MANAGEMENT  OF 
LATE  COMPLICATIONS  OF  HEAD  INJURIES 


1 T IS  axiomatic  that  the  late  complications  of 
“head  injury,”  a term  that  should  always  be  put 
in  quotation  marks,  depend  in  the  last  analysis 
upon  what  happens  to  the  “Head”  in  any  one  of 
its  component  parts:  scalp,  skull,  meninges,  brain, 
or  in  that  final  expression  of  the  mysterious 
functions  of  the  brain  known  as  the  “Psyche.” 

(Fig.  1) 

It  is,  I presume,  appropriate  for  a paper  of 
this  sort  that  we  deal  with  the  organic  disturb- 
ances that  result  from  head  injury  — never, 
however,  losing  sight  of  the  fact  that  there  are 
profound  psychological  implications  of  head  in- 
jury, many  of  which  have  anthropological  roots 
expressive  of  the  mystery  that  has  always  sur- 
rounded the  activities  of  the  mind. 

At  the  great  hazard  of  making  this  paper  a 
dull,  pedantic  presentation,  it  is  appropriate  to 
consider  the  organic  disturbances  under  the  four 
headings  of  (1)  Scalp  Injuries,  (2)  Skull  Fracture, 
(3)  Meningeal  Hemorrhage,  and  (4)  Brain  Injury. 

Scalp  Injuries.  One  of  the  traps  into  which 
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one  may  fall  is  that  of  looking  upon  scalp  in- 
juries as  trivial.  I well  recall  the  child  of  four 
who  was  first  seen  by  me  with  a fulminating, 
septic  meningitis,  which  during  the  course  of 
treatment  evolved  into  a well  defined  frontal 
lobe  abscess.  This  was  drained,  but  because  of 
the  meningitis  there  was  interference  with  the 
free  flow  of  cerebrospinal  fluid  so  that  he  de- 
veloped greatly  increased  intracranial  pressure 
and  therefore  a cerebral  fungus.  Because  of  the 
desperate  nature  of  the  situation,  a craniotomy 
was  carried  out  over  the  opposite  frontal  lobe 
which  was  elevated  and  an  opening  made  into 
the  third  ventricle.  Happily  the  meningitis  had 
involved  chiefly  the  posterior  fossa  and  had  not 
obliterated  the  basilar  cisterns  of  the  frontal 
region  so  that  his  intracranial  pressure  was 
brought  under  control.  Thereafter  pinch  grafts 
were  made  over  the  site  of  the  initial  craniecto- 
my opening  through  which  the  abscess  had  been 
drained.  That  does  not  tell  the  entire  story, 
however,  for  after  a year  the  craniectomy  site 
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Figure  1.  Coronal  section  of  the  human  head  as  prepared  oy  oir 
William  MacEwen  of  Glasgow,  illustrating  the  com- 
ponent parts  of  the  head  (the  Psyche  omitted.  See  text.) 


was  plated.  After  another  interval  the  scalp  be- 
came abraded  over  the  tantalum  plate  during  a 
minor  fracas  with  a school  mate,  and  the  plate 
had  to  be  removed.  Meantime  the  boy  had  de- 
veloped some  personality  difficulties  and  was 
subjected  to  a vigorous  course  of  psychotherapy, 
despite  my  own  reservations  over  the  value  of 
this  approach  in  dealing  with  what  I had  be- 
come convinced  were  psychomotor  seizures. 
Eventually,  after  a pneumogram,  electroenceph- 
alograms and  other  studies  had  clearly  demon- 
strated the  nature  of  the  difficulty,  a frontal  lobe 
amputation,  removing  the  irritative  cerebral  cica- 
trix, was  carried  out  and  the  lad  was  significantly 
improved.  He  has,  however,  continued  to  have 
difficulties  in  family  adjustment  and  now,  at 
the  age  of  approximately  22,  has  difficulty  hold- 
ing down  a steady  job.  In  all,  he  underwent  some 
12  or  14  separate  operative  procedures  apart 
from  the  period  of  intensive  psychotherapy.  The 
financial  outlay,  the  emotional  turmoil  in  his 
family,  and  the  disruptions  in  his  social  activity 
were  profound. 

How  did  this  all  come  about?  The  patient’s 
father  had  died.  On  the  day  he,  the  father  of 
this  family  of  five  children,  was  being  buried 
his  young  son  had  been  playing  on  a swing  and 
had  fallen,  abrading  his  forehead  slightly.  His 


family,  of  course,  was  absorbed  in  other  prob- 
lems, the  abrasion  was  neglected  despite  the 
early  appearance  of  inflammation.  He  developed 
a subgaleal  abscess,  the  penetrating  veins  ex- 
tending from  the  scalp  through  the  skull  into 
the  intracranial  cavity  became  infected,  the  lep- 
tomeninges  responded  with  a meningitis,  the 
organisms  meanwhile  continuing  their  penetra- 
tion into  cerebral  substance. 

This  child’s  difficulty  began  nearly  20  years 
ago  in  the  early  days  of  the  use  of  the  anti- 
biotics. But  it  is  the  very  use  of  the  antibiotics 
that  offers  the  temptation  to  neglect  the  grave 
potential  significance  of  scalp  infections  and 
though  the  hazards  of  neglect  may  now  be  re- 
duced, there  is  always  the  risk  that  one  is  deal- 
ing with  a resistant  organism  that  will  not  re- 
spond to  the  use  of  antibiotics.  Thus,  one  may 
never  neglect  the  proper  application  of  general 
surgical  principles  in  the  handling  of  scalp 
wounds. 

When  hair  bearing  portions  of  the  scalp  are 
involved,  a wide  shave  of  the  affected  area  is 
imperative.  Due  attention  must  be  paid  to  the 
distribution  of  the  vessels  of  the  scalp.  (Fig.  2) 
Whenever  possible,  the  integrity  of  the  apo- 
neurosis should  be  preserved,  but  if  it  be  pene- 
trated, entry  is  gained  to  the  subaponeurotic 
space  where  infection  may  run  rampant.  (Fig.  3) 
The  periosteum  represents  the  last  barrier  of 
protection  for  the  underlying  skull.  In  those 
instances  where  its  integrity  has  not  been  dis- 
turbed, the  surgeon  in  repairing  a scalp  wound, 
must  be  careful  not  to  break  the  aponeurotic 
barrier  carelessly. 

Here  a word  should  be  said  concerning  per- 
sistent scalp  tenderness  following  injury.  In  my 
own  experience  this  seems  to  occur  more  often 


Figure  2.  The  principal  vessels  of  the  scalp  all  ascend  toward  the 
vertex.  Incisions  should  respect  the  integrity  of  the 
chief  vessels. 
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Figure  3.  The  scalp  is  made  up  five  layers:  the  cuticular,  the 
subcuticular,  the  aponeurotic  and  periosteal  — with  the 
4th  layer  being  made  up  of  the  loose  areolar  tissue, 
which  is  synonomous  with  the  subaponeurotic  space. 
The  sutures  illustrated  have  passed  through  the  apo- 
neurotic layer. 

in  the  occipital  region  than  in  other  portions  of 
the  scalp  and  these  sometimes  troublesome  pains 
are  apt  to  be  of  neurotic  character  and  to  reflect 
either  direct  injury  to,  or  incarceration  of,  nerve 
elements  in  scar  tissue.  Happily,  such  complica- 
tions are  not  frequent.  Sometimes  they  may  be 
easily  relieved  by  one,  two  or  three  injections  of 
a local  anesthetic  agent  though,  on  rare  occa- 
sions, resection  of  the  cicatrix  may  become  neces- 
sary. Care  must  be  exercised  in  dealing  with 
patients  presenting  such  complaints,  lest  they 
be  a reflection  of  compensationitis  or  of  a neuro- 
sis. 

Skull  Fractures.  (Fig.  4)  The  term  in  my  as- 
signed title  of  “late  complication”  presents  a 
semantic  difficulty,  for  all  fractures  are  imme- 
diate at  the  moment  they  occur  and  from  that 
time  on  might  be  regarded  as  “late.”  By  this 
interpretation,  post-injury  rhinorrhea  might  be 
looked  upon  as  a late  complication.  However, 
in  the  context  of  this  presentation,  it  would  seem 
reasonable  to  discuss  three  subjects:  The  un- 
recognized depression,  the  epileptogenic  frac- 
ture, and  osteomyelitic  lesions  secondary  to 
fracture. 

Unrecognized  depressions  are  a rarity  in  these 
days  of  frequent  X-ray  study.  However,  there 
are  occasions  when,  for  one  or  more  of  a variety 
of  reasons,  a fracture  may  pass  unrecognized. 
In  general,  this  is  not  of  importance  but  the 
oversight  may  become  significant  on  occasions, 
that  oversight  most  often  being  due  to  a failure 
to  employ  X-rays  as  a diagnostic  adjunct.  Under 
these  circumstances  a depression  may  have  been 
overlooked  and  the  surgeon  may  be  faced  with 
a question  as  to  late  elevation.  This  may  become 


Figure  4.  A fracture  of  the  temporal  bone  has  interrupted  the 
peripheral  branches  of  the  trigeminal  nerve  and  also 
the  7th  and  8th  nerves  in  the  petrous  pyramid.  An- 
terior fossa  fractures  sometimes  interrupt  the  olfac- 
tory pathways.  Fractures  seldom  interrupt  the  hind 
cranial  nerves. 

a particularly  baffling  problem  if  there  are 
overtones,  such  as  persistent  headache  or  dizzi- 
ness, which  are  both  common  post-traumatic 
sequellae  — sequellae  which  may  be  due  to  eith- 
er organic  cause  or  to  psychogenic  disturbance. 
In  general,  I believe  it  may  be  fairly  said  that 
the  presence  of  a minor  depression  (the  defini- 
tion of  “minor”  being  admittedly  a vague  one) 
need  not  be  elevated,  with  the  additional  reser- 
vation that  I shall  express  immediately  hereafter. 

The  real  problem  in  dealing  with  a depressed 
skull  fracture  relates  to  its  potential  epilepto- 
genic capacity.  The  incidence  of  post-traumatic 
epilepsy  in  closed  injuries  of  the  skull  is  some- 
what under  1 per  cent.  In  open  injuries,  asso- 
ciated inevitably  with  varying  degrees  of  frac- 
ture of  the  skull,  the  incidence  rapidly  rises  as 
high  as  40  per  cent,  depending  upon  the  agent 
of  injury  and  to  some  extent  upon  the  circum- 
stances surrounding  the  patient  at  the  time  of 
injury.  The  potentiality  for  the  development  of 
seizures  is  clearly  significantly  higher  when  the 
site  approximates  the  sensorimotor  cortex  (Fig. 
5)  and  it  diminishes  as  one  approaches  the 
frontal  and  occipital  lobe  tips.  The  same,  how- 
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ever,  cannot  be  said  concerning  involvement  of 
the  temporal  lobes,  for  here  the  possibility  of 
the  subsequent  development  of  temporal  lobe 
epilepsy  with  its  psychomotor  characteristics  is 
real.  Thus,  in  dealing  with  early  head  injury, 
the  surgeon  universally  makes  an  attempt  to 
restore  the  configuration  of  the  skull. 


Figure  5.  The  vertically  ascending  pre-  and  postcentral  gyri  are 
darker  in  the  illustration.  It  is  these  gyii  whose  injury 
is  most  frequently  associated  with  posttraumatic  seizures. 


But,  if  by  definition  we  are  dealing  with  the 
late  complications  of  skull  fracture,  then  the 
neurologist,  medical  or  surgical,  who  is  presented 
with  a patient  who  is  having  seizures  and  in 
whom  a depressed  fracture  is  demonstrated,  is 
plagued  with  a still  unanswered  question  because 
even  though  he  may  be  dealing  with  a focal 
epilepsy  in  relations  to  that  depression,  the  role 
the  depression  itself  plays  is  unsolved.  Did  the 
initial  cerebral  injury  which  occurred  at  the  time 
of  fracturing  produce  an  epileptogenic  lesion  or 
is  the  continued  presence  of  the  depression  an 
irritative  factor?  If  the  latter  be  the  correct  an- 
swer the  simple  elevation  of  the  fracture  might 
be  expected  to  relieve  the  seizures.  It  is  common 
experience,  however,  that  this  is  a nonproductive 
maneuver  and  the  logical  conclusion  would  seem 
to  be  that  it  was  the  early  changes  in  cerebral 
substance  that  were  responsible  for  the  develop- 
ment of  an  irritative  focus. 

I have  labored  this  point  because  it  seems  clear 
that  if  one  of  the  most  important  of  the  late 
complications  of  head  injury  is  to  be  avoided, 
depressions  should  be  elevated  early.  If  the  bone 
fragments  are  sharp  and  have  penetrated  the 
dura  and  lacerated  the  brain  substance,  removal 
of  the  spicules  and  careful  debridement  of  the 
underlying  cerebral  tissue  by  a trained  surgeon 
are  imperative.  Even  should  the  dura  not  be  torn. 


compressing  depressions  may  well  disturb  the 
circulation  locally  and  lead  to  anatomical  altera- 
tions with  the  potential  of  later  development  of 
physiological  irritation  and  seizures.  The  argu- 
ment for  early  attention  to  skull  depressions 
seems  sound  and  well  established. 

Another  form  of  fracture,  however,  must  also 
be  considered.  This  type  is  the  open  fracture 
which  becomes  infected  and  leads  to  osteomye- 
litis. (Fig.  6)  The  instances  in  which  such  a se- 
quence is  devoid  of  responsibility  on  the  part 
of  the  physician  must  be  a few  indeed,  though 
the  late  arrival  of  the  patient,  the  particular  na- 
ture of  the  organisms  introduced  or  the  special 
conditions  of  extensive  injury  may  prove  to  be 
extenuating  circumstances.  If  prompt  and  vigor- 
ous use  of  antibiotics  proves  unavailing,  surgical 
removal  of  the  involved  bone  becomes  essential. 
The  responsible  physician  must  always  bear  in 
mind  the  lurking  danger  of  the  extension  of  the 
infection  intracraniallv  with  the  production  of 
epidural  or  subdural  abscess,  leptomeningitis, 
or  direct  involvement  of  the  brain.  This  is,  of 
course,  a danger  ever  present  in  basilar  frac- 
tures. (Fig.  7) 

Meningeal  Hemorrhage.  Here  again  the  se- 
mantic difficulty  of  late  versus  early  complica- 
tions may  be  argued,  but  again  for  the  purpose 
of  this  presentation,  the  subject  of  both  acute 
and  subacute  epidural  hemorrhage  may  be  neg- 
lected (Figs.  8 & 9).  Nor  will  the  subject  of  suba- 
rachnoid hemorrhage  be  considered  here,  except 
to  say  that  in  most  instances  subarachnoid  hemor- 
rhage represents  a transient  situation  so  far  as 
head  injury  is  concerned.  It  is  no  doubt  true  that 


Figure  6.  Unrecognized  fractures  may  lie  under  innocent  looking 
scalp  lacerations.  Such  lacerations,  if  not  correcth 
handled,  may  become  infected  and  extension  of  or- 
ganism through  the  fracture  line  may  later  occur. 
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occasionally  the  degree  of  subarachnoid  hemor- 
rhage associated  with  head  injury  may  be  such  as 
to  lead  to  occlusion  of  cerebrospinal  fluid  path- 
ways. (Fig.  10)  But  the  instances  of  massive 
hemorrhage  are  relatively  infrequent.  The  lesser 
degrees  of  hemorrhage  are  very  effectively  taken 
care  of  in  most  instances  by  the  reticuloendothe- 
lial cells,  which  line  the  subarachnoid  spaces  and 
which  digest  the  red  blood  cells.  No  doubt  there 
are  occasional  instances  where  the  degree  of 
hemorrhage  has  been  such  that  the  scavanger 
cells  are  unable  to  produce  a complete  freeing 
of  the  subarachnoid  pathways  and  some  degree 
of  obstructive  leptomeningeal  reaction  may  in- 
terfere with  the  free  flow  of  cerebrospinal  fluid, 
giving  rise  to  persistent  headache,  to  ventricular 
dilatation,  and  in  some  instance  even  to  the  de- 
velopment of  papilledema.  The  introduction  in 
recent  years  of  internal  shunting  methods  to  re- 
channel obstructed  cerebrospinal  pathways  has 
offered  an  effective  means  of  handling  these 
problems. 

A particular  late  complication  to  which  it  is 
worthwhile  to  address  ourselves  is  the  surrepti- 
tious, late  development  of  a chronic  subdural 
hematoma.  Let  me  cite  as  an  example,  the  his- 
tory of  a patient  to  whom  I have  made  reference 
in  previous  publications. 


Figure  10.  Cushing’s  diagramatic  representation  indicates  the 
relatively  narrow  channels  at  certain  points  in  the 
cerebrospinal  fluid  circulation.  Massive  subarachnoid 
hemorrhage  may  at  times  obstruct  the  pathways. 


Figure  7.  The  air  sinuses  incorporated  in  the  base  of  the  skull 
are  a source  of  potential  infection  when  basilar  frac- 
tures open  into  them. 


Figure  8.  A small  epidural  clot  has  begun  to  develop  in  the 
right  temporal  fossa. 


Figaire  9.  A few  hours  later  a clot  derived  from  the  middle 
meningeal  artery  has  expanded  sufficiently  to  cause 
critical  brain  compression,  temporal  lobe  herniation, 
and  downward  shift  of  the  brain  stem.  These  changes, 
in  advanced  degree,  are  often  preludes  to  death. 
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This  patient  of  56  years  sustained  a minor 
laceration  of  the  scalp  when  he  was  struck  by 
the  hook  of  a traveling  crane  in  May  of  1938. 
Through  the  summer  he  developed  headache  of 
increasing  intensity  and  late  in  August  he  was 
admitted  one  morning  to  hospital,  at  which  time 
neurological  examination  was  reported  to  be  un- 
revealing. However,  that  afternoon  he  became 
comatose  and  was  said  at  that  time  to  have 
small,  fixed  pupils  and  rigidity  of  the  extremities. 
A lumbar  puncture  was  done,  revealing  an  initial 
pressure  of  260  mm.  of  water.  The  fluid  was 
clear. 

Because  the  coma  deepened  a neurological 
consultation  was  requested  and  a diagnosis  of 
unlocalized  cerebral  neoplasm  or  subdural  hema- 
toma led  to  the  placing  that  evening  of  bitateral 
occipital  burr  openings. 

It  should  be  recalled  that  at  that  time  cerebral 
angiography  was  in  its  infancy.  Through  the  left 
opening  a subdural  hematoma  was  demonstrat- 
ed and  about  50  cc.  of  a reddish,  brown  fluid 
were  released  under  considerable  pressure. 

For  the  reasons  which  will  be  evident  in  the 
accompanying  illustrations,  consciousness  was 
not  regained  and  the  patient  died  the  next 
morning. 

Postmortem  examination  demonstrated  a well 
encapsulated  chronic  subdural  hematoma  lying 
over  the  left  hemisphere  (Fig.  11).  The  next 
figure  (Fig.  12)  demonstrates  hemorrhagic  infarc- 
tion of  the  left  occipital  lobe,  the  fullness  of  that 
lobe  as  compared  to  the  right,  the  displacement 
of  the  swollen  left  temporal  lobe  with  the  produc- 
tion of  uncal  herniation  and  shift  of  the  midbrain 
to  the  right.  Figure  13  shows  the  midbrain 
hemorrhages  that  were  responsible  for  the  pa- 
tient’s death,  a death  that  presumably  might 
have  been  avoided  had  the  underlying  condition 
been  recognized  earlier.  The  original  microscopic 
description  of  the  occipital  lobe  reads: 

“In  these  zones  the  nerve  cells  show  typical 
ischemic  changes:  pale  staining  cytoplasm,  loss  of 
Nissl  granules  and  deeply  staining  nuclei.  The 
glia  of  the  cortical  ribbon  was  little  altered,  al- 
though occasional  early  evidence  of  clasmatoden- 
drosis  was  seen.  Gitter  cells  were  absent.  In  the 
white  matter  there  was  relatively  little  hemor- 
rhage. There  were,  however,  signs  of  stasis  and 
prestasis.  The  perivascular  spaces  were  distend- 
ed with  serous  fluid,  and  there  was  an  alveolar, 


sieve-like  appearance  of  the  white  matter.” 

As  noted,  this  case  was  studied  in  1938.  Today 
the  early  recognition  of  this  lesion  ought  to  be 
significantly  easier.  In  the  first  place,  the  index 
of  suspicion  among  us  physicians,  as  the  result 
of  conferences  such  as  the  present  one,  should 


Figure  11.  The  left  leaf  of  the  dura  has  been  turned  back  over 
the  right  cerebral  hemisphere,  revealing  a partially 
drained  subdural  hematoma  sac. 


Figure  12.  The  same  brain.  Note  the  fullness  of  the  left  cerebral 
hemisphere,  the  displacement  of  the  left  uncus  against 
the  brain  stem,  the  hemorrhagic  infarction  of  the  left 
occipital  lobe  and  the  fatal  midbrain  hemorrhages. 
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Figure  13.  In  these  coronal  sections,  the  fullness  of  the  left 
hemisphere  and  the  displacement  of  the  midline  struc- 
tures aie  more  evident. 

be  much  higher.  Secondly,  echoencephalography 
is  now  increasingly  available,  and  an  echogram 
of  this  patient  would  have  demonstrated  a dis- 
placed midline  structure  weeks  earlier— granting 
that  the  high  index  of  suspicion  that  would  have 
led  to  the  use  of  echoencephalography.  This 
would  have  led  to  the  evacuation  of  the  clot  be- 
fore irreversible  and  irreparable  changes  had  oc- 
curred in  the  brain  stem.  Once  the  suspicion  of 
a chronic  subdural  hematoma  had  been  raised  by 
echoencephalographic  demonstration  of  a mid- 
line shift,  clarification  of  the  diagnosis  and  ex- 
clusion of  neoplasia  could  now-a-days  be  accom- 
plished with  the  use  of  cerebral  angiography 
(Fig.  14).  In  1938  the  use  of  exploratory  burr 
holes  under  such  circumstances  was  mandatory, 
and  we  had  no  sense  of  embarrassment  if  the 
exploration  proved  negative  because  exploration 
carried  with  it  little  hazard  and  the  oversight 
of  a chronic  subdural  hematoma  led  to  conse- 
quences such  as  have  just  been  demonstrated. 
But  our  newer  diagnostic  technics  provide  us 
with  a much  greater  margin  of  safety  because 
aberrantly  placed  clots  not  lying  under  the  burr 
opening  might  easily  be  overlooked. 

As  was  indicated  in  the  introductory  para- 
graph, concern  over  “Head  Injury”  really  relates 


to  the  degree  of  brain  injury.  In  the  description 
of  the  last  case,  one  of  the  mechanisms  through 
which  neuronal  loss  occurs,  that  of  impaired  local 
circulation,  has  been  demonstrated.  It  is  clear 
that,  depending  upon  the  location  and  the  ex- 
tent of  such  neuronal  loss,  there  may  result  im- 
pairment of  one  type  or  another  of  nervous  sys- 
tem function.  Should  such  loss  occur  in  one  of 
the  so-called  “silent  areas”  of  the  brain,  it  might 
well  be  difficult  indeed  to  demonstrate  impaired 
neural  function.  On  the  other  hand,  should  dam- 
age be  situated  in  the  sensorimotor  cortex,  weak- 
ness and  sensory  deficit  might  be  quite  apparent. 
And  should  that  loss  occur  in  the  brain  stem,  as 
was  demonstrated  in  the  last  case,  the  results  are 
catastrophic. 

But  not  only  does  neuronal  damage  occur.  Suf- 
ficient impairment  of  circulation  leads  to  a reac- 
tive process  on  the  part  of  the  glia  and  to  a dif- 
fuse or  local  gliosis,  primarily  evident  in  the  as- 
trocytes. This  response  in  general  is  of  a repara- 
tive nature,  but  gliosed  tissue  may  at  times  be  the 
site  of  abnormal  neuronal  activity  manifested 
by  convulsive  discharge.  The  likelihood  of  such 
neuronal  disturbance  is  increased  significantly 
when  mesodermal  elements  derived  from  the 


Figure  14.  An  angiogram  of  an  acute  subdural  hematoma.  Note 
the  displacement  of  the  cortical  vessels  over  the  right 
hemisphere  and  the  shift  of  the  anterior  cerebral  ar- 
teries, which  normally  lie  in  the  midline. 
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external  carotid  circulation  are  implicated  in  the 
scarring,  as  may  be  seen  following  extensive 
compound,  depressed  fractures.  It  is  appropriate 
that  a full  discussion  of  the  problem  of  posttrau- 
matic  epilepsy  be  presented  by  the  staff  of  the 
Barrow  Neurological  Institute  where  so  much 
fundamental  work  has  been  done  on  epilepto- 
form  discharge. 

Allusion  has  already  been  made  to  the  possi- 
bility of  mental  obtunding  when  there  is  exten- 
sive neuronal  loss.  No  description  of  the  late 
complications  of  head  injury  would  be  complete 
without  reference  to  the  punch  drunk  syndrome. 
It  seems  clear  that  this  condition  is  a reflection 
of  multiple,  subliminal  disturbances,  resulting 
from  repeated  subjection  to  knockout  blows.  The 
well  known  frequency  of  this  condition  among 
sparring  partners,  less  able  in  their  defense  than 
the  upcoming  champions,  attests  to  the  reality 
of  this  mechanism.  Thus  at  the  risk  of  offending 
the  proponents  of  boxing  as  a sport,  I shall  go 
on  record  as  vigorously  opposed  to  professional 
boxing  which  I regard  as  a form  of  organized 
mayhem.  Anyone  who  has  sat  at  the  ringside 
with  a boxing  commission  physician  and  has 
heard  the  lusting  crowd  behind  him  shout  “kill 
him,  kill  him”  cannot  but  shudder  at  the  thought 
of  the  forces  transmitted  to  the  neurones  in  the 
basal  ganglia  (and  elsewhere),  whose  disruption 
later  may  lead  to  a Parkinsonian-like  syndrome. 
Nor  can  anyone  experienced  in  gross  brain  cut- 
ting or  in  microscopic  examination,  think  in  terms 
of  other  than  multiple  petechial  hemorrhages 
when  one  witnesses  the  pummelling  of  the  pro- 
fessional boxer,  who  makes  his  living  by  seeking 
to  disrupt,  only  temporarily  to  be  sure,  the  stand- 
ing reflexes  arid  the  level  of  consciousness  of  his 
opponent.  As  one  delves  further  into  the  electron- 
microscopic  appearance  of  cells  subjected  to 
graduated  compression  in  the  experimental  ani- 
mal and  thinks  in  terms  of  the  delicate  mechan- 
isms involved  in  the  exchange  of  the  biochemical 
components  of  neurones  through  the  membranes 
of  the  nerve  cell,  its  mitochondria,  and  other  or- 
gannelles,  one  cannot  but  be  concerned  over  this 
form  of  deliberate  cerebral  trauma. 

Another  late  complication  that  needs  to  be 
considered,  largely  because  of  our  failure  to 
have  adequate  means  of  dealing  with  the  diffi- 
culty, is  that  which  we  commonly  refer  to  as 
“post-traumatic  headache.”  Much  of  our  difficulty 
in  handling  these  cases  stems  from  our  inability 


to  differentiate  clearly  between  those  instances 
that  are  due  to  ill  defined  and  yet  real  organic 
damage  and  those  instances  in  which  the  psy- 
chogenic elements  far  outweigh  the  organic.  A 
post-injury  lumbar  puncture,  done  within  the 
first  few  days,  is  oftentimes  of  help  in  the  later 
sorting  out  of  such  problems  and  is  one  of  the 
relatively  few  reasons  why  lumbar  puncture 
should  be  considered  seriously  after  an  injury. 
If  a person  presents  months  later  with  this  ill 
defined  syndrome  and  it  is  known  that  the  cere- 
brospinal fluid  was  not  remarkable  in  any  way, 
the  possibility  of  an  organic  lesion  being  re- 
sponsible for  the  difficulty  is  considerably  les- 
sened. One  often  wonders  whether  in  a high 
strung  individual  or  in  a low  geared  person,  per- 
haps unduly  subject  to  suggestion,  a careless 
remark  dropped  on  rounds  when  open  discus- 
sion may  be  held  may  set  the  stage  for  such 
psychological  difficulties. 

It  must  frankly  be  stated  that  I do  not  myself 
know  what  the  mechanism  of  organic  post-trau- 
matic headache  is  in  all  instances.  It  may  be  that 
on  some  occasions  low  grade  obstruction  of  cere- 
brospinal fluid  pathways  may  be  responsible  for  a 
chronic  headache.  Most  investigators  believe  that 
dizziness,  if  not  an  invariable  accompaniment  of 
the  condition,  is  certainly  a frequent  one  and 
many  clinicians  refuse  to  make  the  diagnosis  of 
post-traumatic  headache  unless  there  is  an  asso- 
ciation of  dizziness  with  headache.  Unquestion- 
ably, there  may  occur,  particularly  in  association 
with  basilar  fractures,  a disturbance  in  the  vesti- 
bular mechanisms,  which  may  be  responsible  for 
the  vertigo.  A common  story  is  of  occasional  re- 
current bouts  of  dizziness,  coming  on  unexpect- 
edly so  that  a patient  feels  insecure  in  moving 
about.  At  other  times  the  vertigo  may  be  more 
persistent  and  this  suggests  more  strongly  vesti- 
bular damage. 

The  therapy  of  these  difficult  cases  is  essen- 
tially symptomatic  and  directed  toward  the  re- 
lief of  the  headache  and  amelioration  of  the 
bouts  of  dizziness.  There  was  a period  when  it 
was  thought  that  focal  cerebral  cicatrization  led 
to  the  attachment  of  the  brain  at  points  of  in- 
jury and  resulted  in  pull  upon  sensitive  vascular 
structures  with  shifts  in  position  of  the  head.  Ef- 
forts were  made  to  free  such  adhesions,  but  the 
long  term  results  have  not  been  proven  to  be 
satisfactory.  The  use  of  analgesics,  mild  sedatives 
and  antivertiginous  drugs  plus  the  application  of 
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tincture  of  time,  and  in  some  instances  the  settle- 
ment of  compensation,  are  the  usual  methods  of 
treatment. 

In  closing,  return  is  required  to  the  initial  com- 
ments concerning  the  enigmatic  role  that  is 
played  by  the  psyche.  Surely  the  psychological 
constitution  of  the  patient  who  has  suffered  head 
injury,  the  environmental  circumstances  of  the 
injury  itself,  the  over-solicitude  or,  unhappily, 
the  neglect,  accorded  the  patient  in  his  stage  of 
immediate  recovery,  the  attitude  of  all  the  per- 
sonnel about  him  during  his  hospitalization,  the 
home  circumstances,  the  repercussions  of  his 
work  situation,  and  where  relevant,  the  role  of 
industrial  or  insurance  compensation  and  the  at- 
titude, friendly  or  hostile  of  those  who  dispense 
it,  create  a most  complex  situation,  whose  analy- 
sis is  by  no  means  simple. 

Perhaps  the  best  therapeutic  advice  with  which 
to  close  this  necessarily  discursive  presentation  is 
that  of  Francis  Peabody,  who  remarked  at  the 
end  of  a memorable  series  of  lectures  on  the  care 
of  the  patient: 

“The  secret  of  the  care  of  the  patient  is  in  car- 
ing for  the  patient.” 
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Questions  and  answers  following  Doctor 
Evans'  paper. 

Head  Injury 

Question:  Do  you  find  that  psychometric  stud- 
ies are  helpful  in  determining  whether  subtle 
mental  changes  following  head  injuries  months 
or  years  later  are  organic  or  functional? 

Dr.  Evans:  I think  that  there  is  no  question  that 
such  tests  do  help  to  make  this  differentiation 
which  at  times  can  be  so  difficult. 

Question:  Please  comment  on  the  incidence  of 
mesial  temporal  sclerosis  and  epilepsy  following 
transtentorial  herniation  in  those  patients  who 

survive? 

Dr.  Evans:  I’m  not  sure  whether  the  individual 
asking  the  question  was  referring  to  mesial  tem- 
poral herniation  and  sclerosis  as  it  occurs  during 
the  birth  process  or  was  referring  to  the  problem 
as  seen  in  adults.  The  moulding  of  the  skull  that 
occurs  in  parturition  may  displace  the  temporal 


lobe  over  the  free  edge  of  the  tentorium  produc- 
ing local  circulatory  disturbance  in  the  uncus 
of  the  temporal  lobe.  This  is  now  a well  recog- 
nized cause  of  later  appearing  temporal  lobe 
epilepsy.  I think  that  there’s  no  question,  though 
I don’t  have  statistics,  that  the  same  mechanism 
can  be  operative  in  other  forms  of  head  injury 
which  perhaps  provides  one  of  the  arguments 
when  one  is  dealing  with  an  extensive  herniation 
of  the  temporal  lobe  for  attempting  to  unplug  the 
incisural  notch  by  removing  the  uncus  of  the 
temporal  lobe  at  the  time  of  the  decompression. 
This  is  a rather  difficult  technical  procedure  to 
carry  out  and  I’m  sure  that  all  of  us  who  have  to 
handle  these  problems  surgically  have  done  this 
on  occasion  and  have  been  surprised  at  the  gush 
of  cerebrospinal  fluid  that  comes  up  through  the 
incisural  opening.  Clearly  this  can  occlude  the 
free  passage  of  the  cerebrospinal  fluid  and  when 
you  have  cerebral  displacements  and  pressures 
of  this  magnitude,  I think  it’s  not  unreasonable 
to  postulate  that  the  later  occurrence  of  temporal 
lobe  seizures  is  secondary  to  mesial  temporal  lobe 
trauma  asociated  with  the  uncal  herniation. 

Question:  Please  make  comment  about  the  de- 
velopment of  meningioma  after  head  injury? 

Dr.  Evans:  I recall  seeing  only  two  cases  where 
a meningioma  appeared  to  develop  under  a frac- 
ture line.  Whether  this  was  sheer  coincidence  or 
not,  I don’t  know.  You’d  have  to  get  a statistician 
I think  to  review  a large  number  of  meningiomas 
in  relation  to  fractures.  I don’t  know  of  anybody 
who  has  done  this.  As  far  as  I know,  there  is  not 
a clear  answer  to  this  but  I would  be  very  dubi- 
ous that  meningiomas  develop  as  the  result  of 
trauma. 

Question:  For  what  case  and  for  how  long  do 
you  use  preventative  anti-convulsants  after  head 
injury?  Do  EEG  findings  assist  in  this? 

Dr.  Evans:  We  do  not  have  an  absolute  rule 
about  this  but  I think  that  it  has  been  brought 
out  in  discussions  here  that  this  is  probably  a 
wise  maneuver.  I think  if  one  does  establish  a 
rule  about  it,  one  ought  to  carry  patients  on  anti- 
convulsants for  at  least  two  years  afterwards  and 
I think  regardless  of  whether  the  electroence- 
phalogram is  abnormal  or  not.  That’s  playing  it 
extra  cautious.  I presume  there  would  be  differ- 
ences of  opinion  in  the  group  about  how  this 
should  be  done.  Doctor  Bucy  has  a difference  of 
opinion. 
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Dr.  Bucy:  Unless  the  patient  has  had  a con- 
vulsion I do  not  use  anticonvulsant  medication, 
for  the  simple  reason  that  it  is  not  possible  to 
get  patients  to  take  them  consistenly.  I think  we 
are  kidding  ourselves  if  we  think  that  prophy- 
lactic anticonvulsant  medication  is  going  to 
prove  successful.  The  patient  goes  along  for  a 
month  or  two  taking  the  anticonvulsant  medica- 
tion as  instructed  and  then  says,  “I’m  all  right, 
there’s  nothing  wrong  with  me.”  Then  he  discon- 
tinues the  medication.  I wait  until  the  patient 
has  his  first  convulsion,  then  you  have  some- 
thing to  talk  to  him  about.  You  give  him  his 
anticonvulsant  medication  and  he  takes  it  for  a 
month  or  two  and  then  because  he  has  no  more 
spells  he  either  becomes  careless  with  it  or  he 
stops.  Usually  that  experience  is  a useful  one 
because  he  now  becomes  convinced  that  he  has 
to  take  his  anticonvulsant  medication. 

Dr.  Elkins:  Well,  I must  go  back  to  Doctor 
Caveness’  42%  of  seizures  after  penetrating  in- 
juries. I agree  that  it  is  difficult  to  get  all  pa- 
tients with  penetrating  head  injuries  to  take  100 
mg.  of  Dilantin  three  times  a day  for  two  years. 
But  a certain  percentage  of  these  will  do  so  and 
that  percentage  perhaps  may  be  spared  even 
their  first  seizure. 

Dr.  Caveness:  In  an  attempt  to  resolve  some 
of  the  differences  of  opinion  that  have  been 
voiced  on  the  question  of  prophylactic  anticon- 
vulsant medication,  a few  remarks  seem  appro- 
priate. In  the  first  place,  the  adjustment  of 
individual  dosages  is  such  that  it  is  impossible 
to  accurately  predict  what  will  be  an  effective 
prophylactic  dose  of  medication.  Common  sense, 
however,  dictates  that  in  those  cases  in  which 
there  is  obvious  destruction  of  brain  substance, 
particularly  in  those  areas  most  prone  to  the 
development  of  seizures,  that  it  is  reasonable  to 
put  those  patients  on  anticonvulsant  medication. 
One  is  faced  with  the  more  difficult  problem  if 
chronic  seizures  develop.  Half  of  these  people 
will  stop  having  fits  later.  While  there  is  a clear 
relationship  between  the  destruction  of  brain 
tissue  and  the  development  of  fits,  there  is  no 
such  clear  relationship  between  the  severity  of 
the  brain  damage  and  whether  or  not  the  patient 
is  going  to  stop  having  fits.  In  other  words, 
other  facts  in  the  characteristics  of  the  wound 
are  involved.  Very  likely,  these  include  constitu- 
tional or  genetic  factors  though  none  such  have 


been  demonstrated  to  date.  Those  patients  who 
persist  in  having  fits  persist  in  spite  of  all  medi- 
cation and  it  is  those  who  warrant  our  most 
serious  consideration  for  surgery  of  the  type 
developed  by  the  Montreal  School,  of  that  being 
developed  with  the  use  of  stereotactic  proce- 
dures. These  patients  warrant  the  most  intensive 
medical  therapy.  I am  somewhat  unhappy  about 
the  fact  that  many  of  us  may  have  been  misled 
by  our  results  in  the  treatment  of  patients  shortly 
after  injury.  I think  undoubtedly  we  have  attrib- 
uted some  of  our  medical  and  some  of  our  sur- 
gical successes  to  cases  that  certainly  would 
have  stopped  having  fits  anyway. 

Question:  At  what  point  do  you  study  and 
shunt  post-traumatic  hydrocephalus? 

Dr.  Evans:  I happen  never  to  have  seen  the 
need  of  it,  but  I recognize  the  possibility.  I think 
it’s  a perfectly  valid  physiological  assumption 
that  it  would  serve  a purpose  and  there  may  be 
many  in  this  room  who  have  had  occasion  to 
perform  shunts  under  such  post-traumatic  cir- 
cumstances. 

Question:  How  do  you  feel  about  competitive 
sports  such  as  combat  football? 

Dr.  Evans:  I have  reservations  about  football 
for  the  young  teenager  because  I think  that 
during  this  period  supervision  of  these  boys  may 
not  be  too  effective.  I have  no  question  about  the 
value  of  properly  supervised  sports  and  I would 
certainly  not  want  to  see  them  cast  aside  despite 
the  fact  that  there  are  calculated  risks. 

Dr.  Bucy:  I think  that  there  can  be  no  question 
that  there  are  what  Doctor  Evans  as  called  “cal- 
culated risks.”  But  there  are  in  walking  down 
the  street,  or  driving  the  automobile  or  going 
swimming  or  what  have  you  and  you  can’t  lock 
these  kids  in  the  closet  and  expect  them  to  de- 
velop into  normal  healthy  individuals.  I think 
that  Doctor  Evans  is  right  that  proper  super- 
vision is  important. 

Question:  Does  your  objection  to  professional 
boxing  include  amateur  boxing  by  teenagers? 

Dr.  Evans:  No,  I don’t  think  so.  Amateur  box- 
ing doesn’t  have  quite  the  same  ultimate  intent 
as  professional  boxing  does.  Instead  of  using  the 
very  light  professional  gloves,  I think  all  college 
coaches  see  to  it  that  there  is  a good  deal  of  pad- 
ding. As  we  have  learned  from  the  discussions 
about  mechanisms  during  these  past  two  days, 
methods  of  softening  the  punch  are  important. 
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Section  XII 


Summation  - John  R.  Green,  M.D. 

HE  efforts  of  a knowledgeable  faculty  and 
the  interest  and  concern  of  the  registrants  at  this 
seminar  on  the  management  of  head  injuries 
have  been  the  two  major  ingredients  in  the  suc- 
cess of  these  meetings.  Our  patients  and  society 
as  a whole  are  the  ultimate  beneficiaries  when- 
ever the  latest  data  is  widely  disseminated  among 
those  who  are  associated  with  the  immediate 
handling  of  accidents  and  head  injury.  Close 
communication  between  the  physicians  who  are 
on  the  firing  line  of  head  injury  management  and 
specialists  in  clinical  centers,  such  as  the  one  at 
the  Barrow  Neurological  Institute,  is  essential 
if  we  are  to  improve  our  understanding  and 
management  of  head  injuries. 

The  Barrow  staff  (Figure  1)  is  extending  its 
present  capabilities  by  further  development  in 


the  following  areas:  (a)  evaluation  and  develop- 
ment of  specialized  diagnostic  procedures  and 
equipment,  (b)  development  of  methods  of  ther- 
apy (surgical  and  non-surgical),  (c)  improvement 
of  nursing  techniques,  (d)  analyses  from  morbid 
anatomy  and  (e)  investigations  concerning  brain- 
swelling,  blood-flow  measurements,  cerebrospin- 
al fluid  changes,  metabolic  reactions  and  post- 
traumatic  sequelae.  Collaboration  with  the  In- 
tensive Care  and  Emergency  Room  Staff  at  St. 
Joseph’s  Hospital  to  develop  a Trauma  Unit  is  al- 
ready under  way.  Preventive  and  educational 
aspects  of  head  injuries  are  also  needed  areas  for 
development. 

In  conclusion,  we  express  our  appreciation 
for  the  support  of  the  faculty,  sponsors  and  reg- 
istrants who  have  made  this  seminar  possible. 


Figure  1 

First  Bow:  V/.  B.  Helme,  M.D.  (Neurosurg.),  J.  D.  Waggener,  M.D.  (Neuropathology),  J.  C.  White,  M.D.  (Neurology),  J.  R.  Green, 
M.D.  (Neurosurg.),  E.  Eidelberg,  M.D.  (Neurophysiology),  G.  T.  Hoffmann,  M.D.  (Neurosurg.),  E.  Joublane  (Admin.) 

Second  Row:  J.  Harris,  Ph.D.  (Neurochemistry),  F.  Cheshire,  (Bio-med  Engineering),  H.  W.  Pittman,  M.D.  (Neurosurg.),  J.  R. 
Atkinson,  M.D.  (Neurosurg.),  A.  Yudell,  M.D.  (Neurology),  R.  A.  Thompson,  M.D.  (Neurology),  A.  D.  Sidell,  M.D.  (Neurology), 
W.  Gorman,  M.D.  (Neurobiology),  A.  S.  Schwartz,  Ph.D.  (Physiol.  Psychol.). 

Third  Row:  D.  Urrea,  M.D.  (Neurology),  C.  Morene,  R.  T.  (Chief  R.T.  Neuroradiol.),  Betty  Radina,  R.N.  (BNI  O.  R.  Supervisor), 
Dorothy  Wooley  (Neurobiol.,  Grad.  Student),  J.  W.  Turner,  M.  B.,  F.R.C.S.  (Sr.  Neurosurg.  Resident),  S.  Kobayashi,  M.D.  (Ass’t. 
Neurosurg.  Res.),  P.  Siegel,  M.D.  and  Janice  Pearl,  M.D.  (Ass’t.  Neurosurg.  Residents). 

Top  Row:  H.  A.  Danielson,  M.D.  (Neurosurg.),  R.  B.  Lilly,  M.D.  (Neurology),  C.  Gilliam  (Med.  Photog.),  J.  Beggs,  (Research  Assoc., 
Neuropath,  and  Electron  Microscopy),  D.  Chepovsky,  M.D.,  Ass’t.  Neurosurg.  Res.),  Isabelle  Anderson  (Librarian),  K.  Ritchie, 
Ph.D.  (Neurobiology),  and  Vivian  Vidoli  (Grad.  Student,  Neurobiology). 

Absent:  Dorothea  Brittenham  (Chief  EEG  Tech.),  J.  A.  Eisenbeiss,  M.D.  (Neurosurgery),  R.  E.  Flynn,  M.D.  (Neuroradiology),  and 
Sister  Mary  Bernardine,  R.N.  (BNI  Floor  Supervisor). 
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MEDICAL  SCHOOL  DEVELOPMENT  COSTS 


Never  before  have  so  many  medical  schools 
been  under  development  simultaneously  in  the 
United  States.  Sixteen  of  these  schools  are  ac- 
tually being  constructed  now  but  there  are  also 
firm  commitments  for  approximately  nine  others. 
Those  that  are  under  construction  include:  the 
University  of  New  Mexico,  Michigan  State  Uni- 
versity, Rutgers,  Brown,  Pennsylvania  State  Uni- 
versity, University  of  Hawaii,  University  of  Cali- 
fornia (San  Diego),  University  of  California 
(Davis),  University  of  Texas  (San  Antonio)  Uni- 
versity of  Connecticut,  Mt.  Sinai,  University  of 
Massachusetts,  Toledo  State  College,  Louisiana 
State  University  (Shreveport),  State  University 
of  New  York  (Stony  Brook),  and  the  University 
of  Arizona. 

The  men  who  have  been  developing  these 
schools  have  found  it  helpful  to  share  many  of 
their  experiences.  Some  of  this  material  has  just 
been  summarized  in  the  November  issue  of  the 
JOURNAL  OF  MEDICAL  EDUCATION.  The 
article  was  prepared  by  the  Associate  Director 
of  the  Association  of  American  Medical  Colleges 
from  data  submitted  by  the  deans  of  the  schools. 
Although  the  article  is  quite  broad  in  its  cover- 
age, it  pays  particular  attention  to  the  costs  that 
are  involved  in  developing  these  medical  schools. 
Inasmuch  as  the  University  of  Arizona  is  cur- 
rently preparing  its  own  budget  requests  for 
presentation  to  the  State  Legislature  we  found 
this  summary  article  especially  helpful  because 
it  provides  us  with  a yardstick  against  which  we 
can  measure  our  own  progress. 

If  we  look  first  at  capital  construction,  i.e.  the 
cost  of  bricks  and  mortar,  it  is  apparent  that  med- 
ical school  buildings  are  expensive.  Of  course, 
the  building  programs  for  all  of  the  sixteen  de- 
veloping medical  schools  are  not  truly  compar- 
able because  some  are  two  year  medical  schools 
that  will  not  include  clinical  facilities.  If  we  elim- 
inate these,  then  it  appears  that  the  group  that 
remains  is  spending  an  average  of  $44,400,000 
each  on  their  building  program.  By  way  of  com- 
parison, the  projected  costs  for  our  building  pro- 
gram in  Arizona  is  $31,000,000.  Some  of  this  dif- 
ference can  be  explained  by  the  variation  in  the 
number  of  hospital  beds  that  may  be  proposed 
for  these  institutions,  variations  in  construction 


costs  about  the  country  and  the  use  or  non-use 
of  existing  university  facilities.  Some  of  the  dif- 
ference is  a reflection  of  our  somewhat  more 
conservative  design  features. 

Operating  costs  are  the  dollars  that  are  spent 
for  the  people,  supplies  and  services  that  are 
necessary  for  the  planning  and  development  of 
the  medical  school.  Because  all  of  the  sixteen 
schools  are  not  on  the  same  time-table  an  exact 
comparison  between  their  respective  operating 
costs  cannot  be  made.  However,  it  has  been  help- 
ful to  compare  their  expenses  by  reducing  them 
to  a relatively  common  denominator  such  as  com- 
paring the  expenses  of  planning  and  develop- 
ment each  year  beginning  with  the  appointment 
of  the  chief  planning  official,  who  is  usually  the 
dean  of  the  school. 

Using  this  yardstick,  the  average  expense  for 
the  first  year  of  medical  school  development  has 
been  $106,000.  In  Arizona  our  first  year  cost 
was  $61,000.  For  the  second  year,  the  national 
average  has  been  $291,000,  while  in  Arizona,  we 
spent  $150,000.  The  figures  for  the  third  year 
are  $652,000  and  $350,000  respectively.  We  esti- 
mate that  our  fourth  year  expenses  will  be  about 
$950,000,  which  compares  favorably  with  the 
national  average  of  $1,293,000. 

These  figures  clearly  reveal  that  the  total 
(operating)  costs  for  developing  the  College  of 
Medicine  in  Arizona  have  been  approximately 
65%  of  the  national  average  for  the  development 
of  comparable  schools  ($1,511,000  as  compared 
with  $2,342,000).  Similarly,  the  cost  of  our  physi- 
cal plant  has  run  approximately  70%  of  the  cost 
of  comparable  plants  elsewhere  ($31,000,000  as 
compared  with  $44,400,000).  And  while  we  can 
draw  some  real  satisfaction  from  knowing  that 
our  medical  school  assets  now  total  over  $32,- 
500,000,  (all  of  which  has  been  generated  from 
an  investment  by  the  State  of  approximately 
$1,327,000)  the  real  lesson  may  be  in  recogniz- 
ing the  magnitude  of  the  investment  that  is 
necessary  when  we  choose  to  establish  new  medi- 
cal schools  as  a solution  to  the  problem  of  the 
shortage  of  physician  manpower. 
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V 


She  doesn’t  feel 
she  “suffers” 
from  hypertension 


Butiserpazide®  lowers  blood  pressure 
so  smoothly  that  patients  are  often  untroubled 
by  either  disease  or  therapy 


By  switching  patients  to  Butiserpazide  you  may 
be  able  to  free  them  of  much  of  the  burden  of 
hypertension.  Clinical  comparisons  have  shown 
that  many  respond  with  (1)  smooth,  uniform  low- 
ering of  blood  pressure1 ...  at  times  to  levels  below 
those  attained  with  previous  therapy2;  (2)  “strik- 
ing” improvement  in  such  symptoms  as  headache, 
nervousness,  palpitation  and  dizziness2;  plus 


(3)  “...lowered  incidence  of  drug  side  effects.”2 
And  there’s  an  added  advantage:  the  usual 
dosage  is  just  1 tablet  once  or  twice  daily,  often 
without  need  for  supplementary  therapy. 
(Butiserpazide  provides  not  only  hypotensive 
and  diuretic  action,  but  a mildly  sedative  effect  as 
well.)  Isn’t  this  the  way  to  take  the  suffering  out  of 
hypertension? 


You  have  a choice  of  2 strengths: 

111  1 1 Butisol®  (butabarbital)  30  mg.  (%  gr.)t; 

Hydrochlorothiazide  25  mg.  (%  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets  ■ 

in  mild  to  moderate  cases,  often  effective  at  half  the  usual  thiazide  or  thiazide/reserpine  dosage. 


Butiserpazide-50 

Prestabs®*  Tablets 


Butisol®  (butabarbital)  30  mg.  (Vi  gr.)t; 
Hydrochlorothiazide  50  mg.  (%  gr.);  Reserpine  0.1  mg. 


controls  many  moderate  to  severe  cases  without  any  need  for  ganglionic  blockers, 
or  other  more  potent  agents;  if  such  agents  are  needed,  their  dosage  can  be  cut  in  half. 


*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for 
delayed  action,  to  approximately  equalize  duration  of  action  for  all 
components. 

Contraindicated  in  presence  of  renal  impairment,  peptic  ulcer, 
ulcerative  colitis,  or  mental  depression,  and  in  patients  with  por- 
phyria or  those  sensitive  to  any  component.  Warning:  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with  anti- 
hypertensive therapy,  may  be  associated  with  small  bowel  lesions 
which  have  led  to  obstruction  hemorrhage,  and  perforation.  Surgery 
has  been  required  and  deaths  have  occurred.  Such  tablets  should  be 
used  only  when  indicated  and  when  adequate  dietary  supplementa- 
tion is  not  practical.  They  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastrointestinal 
bleeding  occur.  Precautions:  Exercise  caution  in  hepatic  disease, 
diabetes,  surgery,  coronary  artery  disease,  epilepsy,  E.S.T.,  and  in 
patients  receiving  digitalis.  Side  Effects:  Electrolyte  imbalance, 
hyponatremia,  hypochloremic  alkalosis  and/or  hypokalemia,  hyper- 


uricemia and  gout,  bradycardia,  drowsiness,  skin  rashes,  hangover, 
systemic  disturbances,  weakness,  leg  cramps,  diarrhea,  epistaxis, 
dizziness,  urticaria,  dry  itching  skin,  nausea,  vomiting,  palpitation, 
superficial  skin  bruises,  headache,  dehydration,  paresthesias,  photo- 
sensitivity, pancreatitis,  jaundice,  xanthopsia,  thrombocytopenia, 
leukopenia,  agranulocytosis,  aplastic  anemia,  nasal  congestion,  hy- 
potension, lassitude,  loose  stools,  anorexia,  bizarre  dreams,  peptic 
ulcer,  ulcerative  colitis,  mental  depression.  (Ammonium  chloride, 
which  may  be  administered  to  reverse  hypochloremic  alkalosis, 
should  not  be  given  to  patients  with  hepatic  disease.)  Before  pre- 
scribing or  administering,  see  package  insert.  /Warning:  May  be 
habit  forming.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiser- 
pazide®-50:  1 tablet  daily  or  b.i.d.  References:  l.  Johnson,  H.  J.,  Jr.: 
Penna.M.J.:  67:35,1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460, 1962. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


„„  start  with  _ 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


ARIZONA  MEDICINE 


(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DimetappExtentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  he  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 
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/bH^OBINS 


a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


lybatran 

/ brandottybamate 


Extensive  clinical  experience,  including  eleven  double-blind  studies,1'11  indi- 
cates that  Tybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension. 
It  appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
patient  who  “somatizes”— whose  anxiety  and  tension  find  expression  in  com- 
plaints such  as  headaches,4'8’10’11  fatigue,4  insomnia,2'4’8’9’12  anorexia,3-8’9 
and  pruritus.7 

Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
other  commonly  used  tranquilizers. 

1.  Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 
poxide.  In  one  study,4  severe  anxiety  responded  more  effectively  to  tybamate 
than  to  meprobamate;  in  another,8  symptom-response  superiority  of  tyba- 
mate over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
confidence. 

2.  Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

Side  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
the  form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
have  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
its  comparative  lack  of  undesirable  sedative  action.3’6'12’13  (If  drowsiness  or 
vertigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 

For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
physical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
lenging  patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
for  which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 

Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
to  suit  individual  requirements. 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e.g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone;  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  observed  excessive  self-medication  or  any  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate),  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  of  the  occurrence  ot 

Prescribing  information  continued  on  next  page. 


(pronounced  TYE-buh-tran) 


a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


Prescribing  information  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  requiring  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
sias,  and  hepatic  or  renal  disease;  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients.  In  a few  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
“panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths:  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  ( to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid  .. - 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489*7 — 6063 
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DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 


AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 

IB**  “ ' “ I 

TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 

MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS  , 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


Tussagesic 

timed-release  tablet  contains: 

Triaminic'®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 
Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage.-  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68501 


j clip  and  file  under  “flu”  | 

5 For  relief  of  “flu-like"  symptoms 

S Tussagesic  timed-release  tablets 

i 

I PHONE  COLLECT 

j For  emergency  starter  samples  j 

j to  Keith  Sehnert,  M.D.  f 

j Medical  Director  | 

i>  (402)434-6311  j 

l|  Fast  delivery  by  your  Dorsey 

| Representative  E 
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new, 

- evidence 

I°r  TAO&%cin) 

a 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 

in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

"Staphylococcus  aureus 


ARIZONA  MEDICINE 


study  I 


Results  of  a 1967  in  vitro-in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 
favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 


thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

*Under  the  conditions  of  this  study  and  the  doses  employed, 


it  was  found  that 


II  Wdb  IUUIIU  II Id l /■  ■ ■ | 

rj~y\  ^(triacetyl- 
1AU  oleandomycin) 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


*ln  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.;  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 
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The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection... automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


siemens  Ultratherm  608 


For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street,  Phoenix,  Arizona  85008,  Phone:  (602)  275-7088 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN‘VEE®K 

(potassium  phenoxymethyl  penicillin) 


your  impatient  cold  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

f^eo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil®  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis, 

Zephiran®  (brand  of  benzalkonium,  as  chforide,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 

the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 

is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 

should  be  avoided.  jagg 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  JflH 


of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml 
(1  fl.  oz.)  with  dropper. 


Vi///7f/rrop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 
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NASAL 

SPF 

It  takes 
two  to... 
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oerpasil-Lsidrix 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 
#2  (0.1mg/50mg) 

#1  (0.1mg/25mg) 


2/38ia 
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WHY  DOES  SHE  DO  YOUR  BLUE  SHIELD  CLAIMS  FIRST? 


Because,  when  your  patients  have  Blue  Cross/ Blue  Shield  protection,  payments  are 
made  directly  to  you.  She  doesn't  have  to  look  up  code  numbers  or  fees.  And  no  patient 
signatures  are  needed.  It's  easier,  quicker.  So  she  has  time  to  work  with  you  and  help 
patients  and  make  appointments  and  schedule  your  day... which  is  what  you  hired  her 
for  to  begin  with!  We'll  do  everything  we  can  to  be  helpful,  because  without  the  devoted 
services  of  you  and  your  colleagues  who  serve  on  the  Blue  Shield  Board,  we  couldn't  serve 
our  members  so  economically. 


YOU  CAN'T  BEAT  'EM... SO  JOIN  'EM 

Blue  cross 

blue  Shield 


PHOENIX  • TUCSON  • FLAGSTAFF 


■ ' 


The  full  Vi  grain  of  phenobarb  in  the  formul 

takes  the  nervous  edge  o 
...helps  bring  out  the  besi 


Phenaphen 

mthCodifne 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


=ach  capsule  contains: 

3henobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

\spirin  (2Vz  gr.) 162.0  mg. 

3henacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


Armada  Assurance  Agency,  Inc. 

"Dedicated  to  the  service  of  Arizona  Physicians" 

THE  AGENCY  DEVELOPED  & INCORPORATED  TO  ADMINISTER 

THE  INSURANCE  PORTION  OF  YOUR  HR  70  PROGRAM 


CHARLES  FISHER,  C.L.U. 
President 


I.R.S.  APPROVED 
BALANCED 
FLEXIBLE 


ROBERT  KLEY 
Vice  President 


Tony  Ziehler,  C.L.U. 
Tucson 


The  Armada  Agency  also 
Offers  Complete  Service  in: 


Ron  Frazier 
Mutual  Funds 


ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 


— PHOENIX  — 

Suite  919 

3550  N.  CENTRAL 
264-1059 


— TUCSON  — 

2307  East  Broadway 
624-8641 
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Occupational  therapist  guides  patient  in  newly  acquired 

hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospital 


are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  m the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospital. 
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Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


PROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D . 
SAMUEL  WICK,  M.D. 


general  psychiatry  and  n euro / 
c h il4''psy<?hratr 
psy.c-h.oan 
clinical  psychology 

, and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
355-6200 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


1901  East  Thomas  Road 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 
Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 


Marion  A.  Jabczenski,  M.D 
William  S.  Stone,  M.D. 


Diplormtes  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


Phoenix,  Arizona 


Phone  264-2101 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


ARIZONA  MEDICINE 


tfledical  Center  OC-^aif  and  Clinical  /alwratery 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

NPORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


See  for  yourself 
the  professional 
MED  AC 
Billing  and 
Bookkeeping  Service 

ITS  A “PERSONAL  TOUCH”  SERVICE  THAT  YOU  CONTROL! 

^ All  records  stay  in  your  office  at  all  times! 

^ Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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co— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  • MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind"  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  * RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY  PHYSICAL  THERAPIST 

Peter  S.  Sykowski,  M.D.,  F.A.C.S.  Jean  Hoffman,  R.P.T. 


dentist  dental  lab. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 

PSYCHIATRY 
Murray  Urie,  M.D. 

GENERAL  SURGERY 


Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 


ARIZONA  MEDICINE 


•'COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY, 


on 


theCfiudget... 

crp]asy  on 

the  qJ[{ other 

GH  GA  T a ble  ts  Elixir  VO  Vq) 

cpor  *^7 ron  j^)eficiehcy  Qydnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


® 


brand  of  FERROUS 


on 

GLUCONATE 
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ARIZONA'S  professional  AIR  AMBULANCE  SERVICE 


CUTTER  AVIATION,  INC.  sky  harbor,  phoenix 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 


ARIZONA  MEDICINE 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571  9 FREE  DELIVERY 


<3n  ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


FOR  LEASE  — Medical  Suites  in  the  new  North 
Park  Medical  Center  in  Chandler.  Center  al- 
ready offers  wide  variety  of  Health  Services 
but  needs  a Pediatrician,  Orthopedic  Surgeon, 
and  an  additional  General  Practitioner.  Reply 
to  Peden  Investment  Co.,  24  North  Alma 
School  Road,  Mesa,  Arizona  85201. 


WANTED:  General  Practitioners  to  fill  vacan- 
cies on  medical  staffs  at  two  Arizona  locations. 
Major  copper  producer.  No  office  overhead. 
Well  equipped  hospitals.  Very  generous  guar- 
antee. Enclose  personal  and  professional  back- 
ground data  with  inquiry  to:  Box  68-1 , Arizona 
Medicine,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona  85251 . 
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FOR  SALE:  (1)  Mattern  fiuroscope  — good  con- 
dition ($200);  (2)  set  oi:  Nelson  surgery;  (3) 
Surgical  Climes  (1946  to  1967);  (4)  Deluxe  elec- 
tro-copy machine.  Telephone:  AL  3-3092  (Phoe- 
nix). 


24  HOUR  AIR  AMBULANCE  SERVICE 


A.  l mooue  & sons 


Mortuary  and  Air  Ambulance  Service 
Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 

MAKE  1968  A GREAT 
MEETING 
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295 
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© 

| Safari  Hotel,  Scottsdale 
| April  23-27,  1968 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


To  fightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 
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FUTURE  MEDICAL  MEETINGS 


MARICOPA  COUNTY  GENERAL  HOSPITAL 


TRAUMA  SYMPOSIUM 

SATURDAY,  MARCH  9,  1968 
DEL  WEBB'S  TOWNEHOUSE 
PHOENIX,  ARIZONA 


EMERGENCY  CARE  OF  THE  MULTIPLE 
INJURED  PERSON 

MORNING  SESSION  THE  SCENE  OF  THE  ACCIDENT 

9:00-  12:00  THE  MECHANISM  OF  INJURY 

EXTRICATION  OF  VICTIMS  FROM  THE  ACCIDENT 

TRANSPORTATION  OF  INJURED  - AIR  MEDICAL  EVACUATION  SYSTEM 
ORGANIZATION  OF  THE  EMERGENCY  DEPARTMENT  TRAUMA  UNIT 

LUNCHEON 

12:00-1:30 


AFTERNOON  SESSION  HOW  TO  EVALUATE  AND  MANAGE 

1:30-4:00  PRIORITY  OF  CARE  OF  MASS  CASUALTIES  AND  OF  THE  SINGLE 

INJURED  PERSON 
SHOCK  AND  RESUSCITATION 
AIRWAY  PROBLEMS 
ABDOMINAL  TRAUMA 
FAT  EMBOLISM 


REGISTRATION  $10  .00  (includes  luncheon)  Interns,  Residents,  Fellows,  and  Military 

FEE  Personnel  may  register  without  fee;  luncheon  extra. 


DATE 


Saturday,  March  9,  1968 


CHAIRMAN  MacDonald  Wood,  M.D. 

Maricopa  County  General  Hospital 
3435  West  Durango  Street 
Phoenix,  Arizona  85009 


GUEST  FACULTY 


Robert  J.  Baker,  M.D. 

Assistant  Director,  Trauma  Unit 
Cook  County  Hospital 
Chicago,  Illinois 

Charles  M.  Evarts,  M.D. 

Department  of  Orthopaedics 

Cleveland  Clinic  Foundation,  Cleveland,  Ohio 

Eric  W.  Fonkalsrud,  M.D. 

Instructor  in  Surgery 

University  of  California  School  of  Medicine 
Los  Angeles,  California 

Thomas  Hunt,  M.D. 

Assistant  Professor  of  Surgery 
San  Francisco  General  Hospital 
San  Francisco,  California 

Louis  C.  Kossuth,  M.D.,  Col.,  M.C.,  U.S.A.F. 

Ent  Air  Force  Base,  Colorado  Springs 
U.S.A.F.  Air  Defense  Command 


Alan  Naham,  M.D. 

Assistant  Professor  (Surgery) 

University  of  California  School  of  Medicine 
Los  Angeles,  California 

L.  M.  Patrick,  M.S. 

Biomechanics  Research  Center 
Department  of  Engineering  Mechanics 
College  of  Engineering,  Wayne  State  University 
Detroit,  Michigan 

James  L.  Schamadan,  M.D. 

Division  of  Industrial  Design  and  Technology 
Arizona  State  University,  Tempe,  Arizona 

Roger  Sherman,  M.D. 

Professor  of  Surgery 

University  of  Tennessee  Medical  School 

Memphis,  Tennessee 
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. . .is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

cancer.  The  balance  will  be  released  in  1967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 
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In 

diarrhea  of 

acute  gastroenteritis... 


MEDKINE 


mtm*  m 


PARKE-DAVIS 


a name  you  can  count  on 
when  it  counts 

Chloromycetin' 

(chloramphenicol) 

Kapseals®  250  mg. 


The  Gray  band  on  White  capsule  combination  is  a registered  trademark  of  Parke,  Davis  & Company. 
Complete  information  for  usage  available  to  physicians  upon  request. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


42468 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 


PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig-) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTR  2 3 ) 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


„ start  with  „ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissties  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  mondial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsnle  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  ti.  nystatin  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardi; 
arrhythmias  have  occurred  in  hyp! 
thyroid  patients  and  in  patients  re] 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regime  | 
Imipramine  may  block  the  pharm 
cologic  activity  of  guanethidine  a 
other  related  adrenergic  neuron-.] 
blocking  agents. 

The  drug  is  not  recommended  at  ; 
present  time  in  patients  under  12  a 
of  age. 

Adverse  Reactions:  Dryness  of  th 
mouth,  tachycardia,  constipation,  3 
turbances  of  accommodation,  swi« 
ing,  dizziness,  weight  gain,  urinarl 
frequency  or  retention,  nausea  an  : 
vomiting,  peripheral  neuritis,  mild  1 
parkinson-like  syndrome,  tremors  j 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  su 
symptoms  as  hallucinations  and  d 
orientation),  activation  of  psychos i( 
schizophrenics  and  agitation  (incl-j 


When 
a milestone  in  life 

is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she’s  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 


As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


amanic  and  manic  episodes) 
lay  require  dosage  reduction 
addition  of  a tranquilizer  or 
ary  discontinuation  of  the  drug, 
form  seizures,  orthostatic 
ision  and  substantial  blood 
e fall  in  hypertensive  patients, 
i,  transient  jaundice,  bone  mar- 
iression  including  agranulocy- 
ansitization  and  skin  rash 
ig  photosensitization,  eosino- 
ind  mild  withdrawal  symptoms 
len  discontinuation  after  pro- 
treatment  with  high  doses, 
anal  hormonal  effects  (im- 
decreased  libido,  and  estro- 
ffects)  may  be  observed, 
e-like  effects  may  be  more 
iced  (e.g.  paralytic  ileus)  in 
ible  patients  and  in  those 
iticholinergic  agents  (includ- 
parkinsonism  drugs), 
anf  Adult  Dosage:  Initially, 
faily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Tofranil9 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


sustained-release 

Mol-lrori  PanhemicChronosule 

capsules 

BETTER  TOLERATED-HELPS  ASSURE  MORE 
PREDICTABLE  ABSORPTION  AND  OPTIMAL 
HEMOGLOBIN  RESPONSE 

SUPERIOR  TO  CONVENTIONAL  FERROUS  SULFATE 
In  'Toler  ability' 

Slowly-liberated, molybdenized  ferrous  sulfate  virtually 
eliminates  gastrointestinal  side  effects. 

So  well  tolerated  it  can  be  taken  on  an  empty  stomach. 

In  ‘Absorb-ability’ 

Gradual  release  of  better  tolerated,  molybdenized  fer- 
rous sulfate  helps  assure  more  predictable  absorption. 

In  ‘Dose-ability’ 

Just  a single  Mol-lron  Panhemic  Chronosule  capsule 
daily  generally  corrects  mild  to  moderate  hematologic 
and  nutritional  deficiencies. 


To  help  overcome  the  inadequacies  of 
poor  absorption  and  insipid  diet  com- 
mon in  the  geriatric  patient— a superior, 
sustained-release  hematinic  combined 
with  key  vitamins. 

Each  Mol-lron  Panhemic  Chronosule 
capsule  contains:  Ferrous  sulfate,  390 
mg.  (78  mg.  elemental  iron)  and  Molyb- 
denum sesquioxide,  6 mg.  in  sustained- 
release  form;  Vitamin  B)2,  25  meg.;  Vita- 
min B , , 6mg.;  Vitamin  B2,  6 mg.;  Vitamin 
B6,  5 mg.;  Niacinamide,  30  mg.;  Vitamin 
C,  150  mg.  Supplied:  bottles  of  30. 

•brand  of  sustained-release  capsule 

t Parsons,  P.L.,  Withey,  J.L.,  and  Kilpatrick, 
G.S  : Practitioner  195:656,  (Nov)  1965. 

White  Laboratories,  Snc# 
Kenilworth,  N.d, 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weigh 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretion 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonar) 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms . . . (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


siSPfi 


Cervical  mucus 
Spinnbarkeit  (si 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses  glandular  and  vascular  development. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


(norethindrone  Img  c mestranol  0 05mg ) 


in 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pear!  River,  New  York 
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Editorials  of  Arizona  Medicine  are  the  opinions 
of  the  authors  and  do  not  necessarily  represent  the 
official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


In  these  days  of  Vietnam,  Korea,  political  pri- 
maries, the  credibility  gap  and  the  Busted  Buck, 
it  is  comforting  to  review  some  conceptions  and 
ideas  which  were  composed  with  forethought, 
integrity,  pride  and  in  much  less  troubled  times. 
Permit  me  to  quote  an  excerpt  from  the  Articles 
of  Incorporation  and  By-Laws  of  the  Arizona 
Medical  Association. 

ARTICLE  III  (a)  — “To  bring  into  one  organ- 
ization the  entire  medical  profession  of  the  State 
of  Arizona  to  promote  the  science  and  the  art  of 
medicine;  to  promote  and  elevate  the  standards 
of  medical  ethics  and  medical  education.  . . .” 

CHAPTER  VII,  SECTION  4,  (j)  - “The 
Duties  of  the  (Scientific  Assembly)  Committee 
are  to  arrange  for  the  Annual  Meeting,  including 

(a)  selection  of  scientific  subjects  and  speakers, 

(b)  business,  and  (c)  social  activities.” 
CHAPTER  VIII,  SECTION  1 - COMPOSI- 
TION OF  HOUSE:  MEETINGS:  “The  House 
shall  meet  at  least  once  a year  at  the  time  of  the 
Annual  Meeting.  . . .’ 

CHAPTER  VIII,  SECTION  8 - “All  meetings 
of  the  House,  except  its  executive  sessions,  shall 
be  open  to  members  of  the  Association.  . . 

It  is  also  of  note  that  members  of  the  Associa- 
tion not  only  may  attend,  but  are  urged  and 
invited  to  attend  the  meetings  of  the  various 
reference  and  special  committees. 

The  pamphlet  containing  the  above  quotations 
is  rather  small  and  contains  only  44  pages  includ- 
ing an  Index.  The  list  of  the  original  signers  reads 
like  a “Who’s  Who”  of  Arizona  medicine.  In  it 
there  are  set  forth  principles  which  can  only 
benefit  us  individually  and  as  a group.  And  for 
the  life  of  me  I cannot  understand  why  only 
about  20%  of  the  membership  will  avail  them- 
selves of  the  last  guaranteed  opportunity  to  have 
a voice  not  only  in  their  profession  but  in  their 
own  livelihood. 

The  Annual  Meeting  is  an  annual  birthday  — 
a milestone  — the  period  which  marks  our  fiscal 
year,  our  annual  policies!  Probably  the  most 
important  few  days  in  our  medical  year!  And 
about  80%  of  us  choose  to  ignore  it,  being  either 
too  sophisticated,  too  tired,  or  too  busy  to  attend! 

This  is  YOUR  Annual  Meeting.  Only  YOU 
YOURSELVES  can  make  it  a success! 

Roland  F.  Schoen,  M.D. 

Editor 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis,  and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


n iw  . • i 

rluocinolone  acetomd 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com 
pounds  with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price 
And— a small  quantity  goes  a Io: 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 


has  been  extensively  documented  hydrocortisone  preparation  with 


the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


*\# 
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For  everyday  topical  steroid  therapy 

Synalar  0.01° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  mter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 


Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.01%  — 15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01  % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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ARIZONA  MEDICINE 
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Contains  Nto-S)ntphrin*®  (brand  ot 
ptxnyltphrine,  USP)  HCI  0.5%.  _ 

Ihontadil®  (brand  ot  th«yWi*iwi*. 

HCI  0 1%.  2nphiran®CI  (brand  o( 
bonulkoniom  Cl.  USP)  1 5000  To  rtliow 
nasal  congosUon,  spray  once  or  twit* 


■ 


■ MM  MM 
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Heading  the  group  of  components  in  NTz®  Nasal  Spray 
is  Neo-Synephrine®,  the  leader  among  nasal  deconges- 
tants. After  thirty-two  years,  it  remains  the  standard  by 
which  the  others  are  judged. 

In  colds  and  sinusitis:  Relief  of  nasal  congestion  starts 
with  the  first  spray  of  nTz  which  opens  the  inferior  part 
of  the  common  meatus.  A second  spray,  a few  minutes 
later,  will  shrink  the  turbinates  to  help  provide  sinus 
drainage  and  ventilation.  Dosage  may  be  repeated  every 
three  or  four  hours  for  temporary  relief,  but  overdosage 
should  be  avoided. 


Prescribing 
is  as  simple  as 


nTz 

(contains  Neo-Synephrine) 


More  than  a simple  vasoconstrictor:  nTz  Nasal  Spray 
affords  the  well-known  benefits  of  Neo-Synephrine, 
0.5  per  cent  in  a carefully  balanced  formula  which 
includes: 

Neo-Synephrine  HCI  0.5  per  cent,  a decongestant  of  un- 
excelled efficacy  to  shrink  nasal  membranes  and  allow 
more  comfortable  breathing. 

Thenfadil®  HCI  0.1  per  cent,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1 :5000,  an  excellent  wetting  agent  and  anti- 
septic preservative  to  promote  rapid  spread  of  compo- 
nents to  less  accessible  nasal  areas. 

Available:  nTz  Nasal  Spray  in  squeeze  bottles  of  20  ml.; 
NTz  Solution  in  bottles  of  30  ml.  (1  fl.  oz.)  with  dropper. 


NASAL  SPRAY 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


\W/nf/7rop\ 


‘EMPIRIIT  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit 
forming),  Phenacetin  gr.  IV2,  Aspirin  gr.  3Vi,  Caffeine  gr.  V2. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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A simplified  approach 
to  the  practica  management 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 


Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 


ENDURON 

METHYCLOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


induronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Dnce  a day,  every  day 

ENDURONYL 


MILD  TO  MODERATE  TO  SEVERE 


METHYCLOTHIAZIOE  5 mg.  with 

DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Pargylme 

HydrocMofide  25  f»i 

5 r:./ 

Caution  federaMU  SA-' 
Uw  prohibits  dispensing 
without  prescription 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLiNE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYC 


METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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SCHEDULE  OF  AFFAIRS 


TUESDAY  - APRIL  23 

10:00  A.M.-Board  of  Directors  Meeting  Convention  Center 

12:00  noon— Board  of  Directors  Luncheon  French  Quarter 

1:00  P.M.—  Exhibition  Hall  Opens  — Registration  Required  to  Attend 
All  Meeting  Sessions  — Uniformed  Guard 

1:00  P.M.— House  of  Delegates  — First  Meeting Room  A2  Convention  Center 

2:00  P.M.-General  Session  - Opening  Exercises  Room  A2  Convention  Center 

Call  to  Order  — A.  H.  Dysterheft,  M.D.,  President 

Invocation  and  Memorial  Service 

Welcome 

Response 

Introduction  of  Distinguished  Guests 

Introduction  of  Incoming  President  — A.  H.  Dysterheft,  M.D. 

Presidential  Address  — Arthur  V.  Dudley,  Jr.,  M.D, 

3:00  P.M.— Recess  — Visit  Exhibits 

3:30  P.M.— Blue  Shield  Corporate  Meeting  — First  Meeting Room  A2  Convention  Center 

5:00  P.M.— Arizona  Surgical  Association  — Business  Meeting Directors  Room— Upper  Main  Lobby 

WEDNESDAY  - APRIL  24 

8:00  A.M.— Reference  Committee  Meetings  Room  A3  Convention  Center 

ArMA  Resolutions  Committee 
followed  by 

Blue  Shield  Resolutions  Committee 
followed  by 

ArMA  Amendments  Committee 

12:00  noon— 2nd  Annual  Past-Presidents’  Luncheon  

12:00  noon— Sports  Competition 

Bridge  — Embassy  Room 

Woman’s  Auxiliary  Sponsorship 
Golf  — Century  Golf  & Country  Club 

Dale  H.  Stannard,  M.D.,  Phoenix,  Chairman 
Tennis  — to  be  selected 

P.  James  Nichols,  M.D.,  Phoenix,  Chairman 

7:00  P.M.— Annual  Reception North  Poolside 

8:00  P.M.— Annual  Steak  Fry North  Poolside  Lawn 

Entertainment  and  Decorations 
Arrangements  by  Woman’s  Auxiliary 
Music  by  the  Desert  City  Six 

THURSDAY  - APRIL  25 

7:00  A. M. -8:45  A. M.— Breakfast  Panel  Discussion  French  Quarter 

“MODERN  CONCEPTS  OF  FLUID  AND  ELECTROLYTE  DURING  ANESTHESIA” 
Discussants:  Judson  S.  Denson,  M.D.;  Arthur  J.  Donovan,  M.D.;  Leonard  Rosoff,  M.D. 
Moderator:  William  N.  Henry,  M.D. 

9:00  A.M.-12:00  noon— CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I — PEDIATRICS Room  A3  Convention  Center 

9:00-  9:30— “GROWTH  DISORDERS  IN  CHILDREN  AND  ADOLESCENTS” 

Solomon  A.  Kaplan,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

9:30-10:00— “IMMUNIZATION” 

Paul  F.  Wehrle,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

10:00-10:30— Recess  — Visit  Exhibits 

10: 30- 1 1 : 00— “INTESTINAL  BLEEDING  IN  INFANCY  AND  CHILDHOOD” 

Daniel  M.  Plays,  M.D. 

Moderator:  Laurence  M.  Linkner,  M.D. 

11:00-12:00— PANEL  ON  PEDIATRIC  PROBLEMS 
Discussants:  Daniel  M.  Plays,  M.D.;  Solomon  A.  Kaplan,  M.D.;  Paul  F.  Wehrle,  M.D. 
Moderator:  Laurence  M.  Linkner,  M.D. 

SECTION  II  - MEDICAL  AND  SURGICAL  GASTROINTESTINAL  DISEASE 

Room  A2  Convention  Center 

9:00-  9:30— “ABDOMINAL  TRAUMA” 

Arthur  J.  Donovan,  M.D. 

Moderator:  William  P.  Cornell,  M.D. 


French  Quarter— Room  1 
Pipper  Main  Lobby 
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THURSDAY  - APRIL  25  - Con’t. 

9:30-10:00— “PEPTIC  ULCERATION” 

Bernard  J.  Haverback,  M.D. 

Moderator:  William  P.  Cornell,  M.D. 

10:00-10:d0— Recess  — Visit  Exhibits 

10:30-11:00— “PEPTIC  ULCER:  INDICATION  FOR  AND  CHOICE  OF  TREATMENT” 
Leonard  Rosoff,  M.D. 

Moderator:  Arthur  R.  Nelson,  M.D. 

11:00-12:00— PANEL  ON  MEDICAL  AND  SURGICAL  GASTROINTESTINAL  DISEASE 
Discussants:  Arthur  J.  Donovan,  M.D;;  Bernard  J.  Haverback,  M.D.;  Leonard  Rosoff,  M.D. 
Moderator:  Arthur  R.  Nelson,  M.D. 

SECTION  III  - FLUID  AND  ELECTROLYTE  BALANCE  - Embassy  Room  - 

Upper  Main  Lobby 

9:00-10:00— “FLUID  AND  ELECTROLYTE  BALANCE” 

Telfer  B.  Reynolds,  M.D. 

Moderator:  Kenneth  E.  Johnson,  M.D. 

10:00-r0:b0— Recess  — Visit  Exhibits 

10:30-12:00— “FLUID  AND  ELECTROLYTE  BALANCE”  (Continued) 
teller  jd.  Reynolds,  M.D. 

Moderator:  Kenneth  E.  Johnson,  M.D. 

SECTION  IV  - WHAT’S  NEW  IN  ARIZONA? Room  A1  Convention  Center 

9:00-12:00 

Moderator:  Edward  Sattenspiel,  M.D. 

9:00-  9:25— “THE  ANATOMICAL  CORRELATES  OF  THE  HUMAN 
CHROMOSOMAL  TEMPLATE” 

G.  Robert  Barfoot,  M.D. 

9:25-  9:40— “ALCOHOLISM  AND  DRUG  ADDICTION  IS  OUR  RESPONSIBILITY  - 

LET’S  FACE  IT” 

Eugene  J.  Ryan,  M.D. 

9:40-10:00— “AMNIOGRAPHY” 

Donald  J.  Ziehm,  M.D. 

10:00-10:30— Recess  — Visit  Exhibits 

10:30-10:50— “THE  DIFFERENTIAL  DIAGNOSIS  OF  COMA  IN  DIABETES  MELLITUS” 
G.  F.  Werner,  M.D. 

10:50-11:10-“THE  CLINICAL  SPECTRUM  OF  PREPUBERAL  PANHYPOPITUITARISM” 
Philip  Levy,  M.D. 

11 : 10-11:40— “THE  TREATMENT  OF  RHEUMATOID  ARTHRITIS  AND  CONNECTIVE 
TISSUE  DISEASES  WITH  ALKYLATING  AGENTS” 

Harold  C.  Tretbar,  M.D. 

1 1 : 40- 12:00— “THE  USE  OF  THE  VACUUM  EXTRACTOR  IN  OBSTETRICS” 

Donald  J.  Heming,  M.D. 

12:00  noon-LUNCHEON  RECESS 

12:00-  1:45— SPECIALTY  SOCIETY  LUNCHEONS 

A.  Arizona  Academy  of  General  Practice  

Business  Meeting  Only 

B.  Arizona  Chapter  — Western  Orthopedic  Association 

Business  Meeting  Only 

C.  Arizona  Pediatric  Society  

Solomon  A.  Kaplan,  M.D.  — Guest  Speaker 

D.  Arizona  Society  of  Anesthesiologists  

J.  S.  Denson,  M.D.  — Guest  Speaker 

2:00  P.M.-3:00  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  A — CARCINOMA Room  A3  Convention  Center 

2:00-  2:30— “PALLIATIVE  TREATMENT  OF  BREAST  CANCER” 

Arthur  J.  Donovan,  M.D. 

Moderator:  Louis  Newton,  M.D. 

2:30-  3:00— “CHEMOTHERAPY  OF  MALIGNANT  DISEASE” 

Jesse  L.  Steinfeld,  M.D. 

Moderator:  Louis  Newton,  M.D. 

SECTION  B - SURGICAL  TREATMENT  OF  THE  PAINFUL  HIP 

Directors  Room  — Upper  Main  Lobbv 

2:00-  3:00— PANEL  ON  THE  SURGICAL  TREATMENT  OF  THE  PAINFUL  HIP 
Moderator:  P.  James  Nichols,  M.D. 

2:00-  2:0o— INinUDUCiORY  REMARKS 
P.  James  Nichols,  M.D. 

2:05-  2:20— “HIP  FUSION” 

Alfred  F.  Miller,  Jr.,  M.D. 

2:20-  2:35— “CUP  ARTHROPLASTY” 

Howard  P.  Aidem,  M.D. 

2:35-  2:50— “SUBTROCHANTERIC  OSTEOTOMY” 

Howard  H.  Johnston,  M.D. 

2:50-  3:00— QUESTION  AND  ANSWER  PERIOD 
Moderator:  P.  James  Nichols,  M.D. 

SECTION  C - OBSTETRICS  AND  GYNECOLOGY Room  A2  Convention  Center 

2:00-  2:30— “TPIE  ACUTE  ABDOMEN  IN  PREGNANCY” 

George  A.  Macer,  M.D. 

Moderator:  Robert  L.  Gullen,  M.D. 


Kudu  Room 

Lanai  Room 

French  Quarter,  Room  1 
.French  Quarter,  Room  3 
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THURSDAY  - APRIL  25  - Con’t. 

2:30-  3:00— “ACUTE  GYNECOLOGIC  EMERGENCIES  WITH  A DISCUSSION 
ON  DIVERTICULITIS  AND  GYNECOLOGY” 

Charles  F.  Langmade,  M.D. 

Moderator:  Robert  L.  Gullen,  M.D. 

SECTION  D - SURGERY  IN  ARIZONA Room  A1  Convention  Center 

2:00-  3:00— Moderator:  Reginald  J.  M.  Zeluff,  M.D. 

2:00-  2:20— “MANAGEMENT  OF  RECURRENT  BENIGN  BREAST  TUMORS” 

James  J.  Berens,  M.D. 

2:20-  2:40— “SURGICAL  RESULTS  IN  CHILDHOOD  ESOTROPIA” 

Donald  R.  Miles,  M.D. 

2:40-  3:00— “FIBROSIS  OF  THE  SPHINCTER  OF  ODDI” 

David  C.  James,  M.D. 

3:00  P.M.-3:30  P.M.-RECESS  - VISIT  EXHIBITS 

3:30  P.M.-5:00  P.M.-GENERAL  SCIENTIFIC  SESSION  Room  A2  Convention  Center 

3:30-  5:00— PANEL  ON  NEWER  CONCEPTS  OF  SHOCK 
Discussants:  Francis  Y.  K.  Lau,  M.D.  (Cardiac  Shock);  Leonard  Rosoff,  M.D.; 

Herbert  Shubin,  M.D. 

Moderator:  Arthur  J.  Donovan,  M.D. 

6:00  P.M.-7:00  P.M.— SPECIALTY  SOCIETY  AFFAIRS 

A.  Arizona  Chapter  — Case  Western  Reserve  Medical  Alumni  Association 


Social  Hour  — Cocktails  North  Poolside 

7:00  P.M.-ArMPAC  ANNUAL  RECEPTION  AND  DINNER  Convention  Center 

7:00-  8:00— Reception 
8:00  p.m.  —Annual  Dinner 


The  Honorable  George  C.  Murphy  (R-California)  United  States  Senate. 


FRIDAY  - APRIL  26 

7:00  A. M. -8:45  A. M.— Breakfast  Panel  Discussion French  Quarter 

“TREATMENT  OF  CANCER” 

Discussants:  Arthur  J.  Donovan,  M.D.;  Howard  W.  Kimball,  M.D.;  Jesse  L.  Steinfeld,  M.D. 
Moderator:  William  L.  Bunting,  M.D. 

9:00  A. M. -12:00  noon— CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I - ENDOCRINOLOGY  Room  A3  Convention  Center 

9:00-  9:30— “HIRSUTISM,  GYNECOMASTIA  AND  GONADAL  DISORDERS” 

John  E.  Bethune,  M.D. 

Moderator:  Philip  Levy,  M.D. 

9:30-10:00— “THYROID  DISEASE  IN  CHILDREN  AND  ADOLESCENTS” 

Solomon  A.  Kaplan,  M.D. 

Moderator:  Philip  Levy,  M.D. 

10:00-10:30— Recess  — Visit  Exhibits 
10:30-11:00— “HYPERPARATHYROIDISM” 

Leonard  Rosoff,  M.D. 

Moderator:  Bryant  I.  Pickering,  M.D. 

11:00-12:00— PANEL  ON  ENDOCRINOLOGY 

Discussants:  John  E.  Bethune,  M.D.;  Solomon  A.  Kaplan,  M.D.;  Leonard  Rosoff,  M.D. 
Moderator:  John  P.  Heileman,  M.D. 

SECTION  II  - EMERGENCY  MANAGEMENT  OF  THE 

ACUTELY  ILL  PATIENT Room  A2  Convention  Center 

9:00-  9:30— “GENERAL  CARE  OF  THE  ACUTELY  ILL  PATIENT” 

Herbert  Shubin,  M.D. 

Moderator:  Robert  G.  Beers,  M.D. 

9:30-10:00— “CARDIOVASCULAR  EMERGENCIES” 

Francis  Y.  K.  Lau,  M.D. 

Moderator:  Robert  G.  Beers,  M.D. 

10:00-10:30— Recess  — Visit  Exhibits 

10:30-1 1:00-“ACUTE  ABDOMINAL  PROBLEMS  IN  CHILDREN” 

Daniel  M.  Hays,  M.D. 

Moderator:  Daniel  T.  Cloud,  M.D. 

11:00-12:00— PANEL  ON  EMERGENCY  MANAGEMENT 

Discussants:  Daniel  M.  Hays,  M.D.;  Francis  Y.  K.  Lau,  M.D.;  Herbert  Shubin,  M.D. 
Moderator:  Daniel  T.  Cloud,  M.D. 

SECTION  III  - FLUID  AND  ELECTROLYTE  BALANCE Embassy  Room 

Upper  Main  Lobby 

9:00-10:00— “FLUID  AND  ELECTROLYTE  BALANCE”  (Continued  from  Thursday) 

Telfer  B.  Reynolds,  M.D. 

Moderator:  William  A.  Mathews,  M.D. 

10:00-10:30— Recess  — Visit  Exhibits 

10:30-11:30— “FLUID  AND  ELECTROLYTE  BALANCE”  (Continued) 

Telfer  B.  Reynolds,  M.D. 

Moderator:  William  A.  Mathews,  M.D. 
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FRIDAY  - APRIL  26  - Con’t. 

SECTION  IV  - CURRENT  CONCEPTS  IN  ARIZONA Room  A1  Convention  Center 

9:00-12:00— Moderator:  Reginald  J.  M.  Zeluff,  M.D. 

9:00-  9:25— “OBSTRUCTIVE  JAUNDICE  (SURGICAL  OR  MEDICAL)” 

Robert  E.  Kravetz,  M.D. 

9:25-  9:40— “A  SCREENING  IMMUNOLOGIC  TEST  FOR  CARCINOMA  OF  THE 
PANCREAS” 

Dennis  E.  Weiland,  M.D. 

9:40-10:00— “IDIOPATHIC  INFARCTION  OF  THE  GREATER  OMENTUM” 

Morton  S.  Comess,  M.D. 

10:00-10:30— Recess  — Visit  Exhibits 

10:30-10:55— “CHOLECYSTOKININ  GALLBLADDER  FUNCTION  STUDY  IN 
DIAGNOSIS  OF  BILIARY  PATHOLOGY” 

M.  Herbert  Nathan,  M.D. 

10:55-11:20— “HEARTBURN  AND  DYSPHAGIA  - METHOD  OF  STUDY” 

David  C.  H.  Sun,  M.D. 

11:20-11:40— “THE  MEDICAL  MANAGEMENT  OF  STRICTURES  OF  THE  ESOPHAGUS” 
John  G.  McGregor,  Jr.,  M.D. 

11:40-12:00— “INTRAMUSCULAR  DEXTRO-AMPHETAMINE  SULFATE  IN  THE  TREAT- 
MENT OF  INTRACTABLE  OBESITY  AND  ITS  COMPLICATIONS” 

David  B.  Gilbert,  M.D. 

12:00  noon-LUNCHEON  RECESS 

12:00-  1:45— SPECIALTY  SOCIETY7  LUNCHEONS 

A.  Arizona  Chapter— American  College  of  Chest  Physicians 

B.  Arizona  Chapter— American  College  of  Surgeons  

C.  Arizona  Society  of  Allergists 

2:00  P.M.-3:00  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  A - NEW  AND  OLD  ANTIBIOTICS Room  A3  Convention  Center 

2:00-  3:00— PANEL  ON  NEW  AND  OLD  ANTIBIOTICS 
Discussants:  John  M.  Leedom,  M.D.;  Allen  W.  Mathies,  Jr.,  M.D.,  Ph.D.; 

Paul  F.  Wehrle,  M.D. 

Moderator:  Alan  L.  Gordon,  M.D. 

SECTION  B — SHOCK Directors  Room— Upper  Main  Lobbv 

2:00-  3:00— PANEL  ON  SHOCK 

Discussants:  Leonard  Rosoff,  M.D.;  Robert  M.  Anderson,  M.D.;  Herbert  Shubin,  M.D. 
Moderator:  Stanley  Karansky,  M.D. 

SECTION  C - OBSTETRICS  AND  GYNECOLOGY Room  A2  Convention  Center 

2:00-  2:30— “COLPOTOMY  EXPLORATION  FOR  DIAGNOSIS  IN  ACUTE 
GYNECOLOGIC  DISEASES” 

Charles  F.  Langmade,  M.D. 

Moderator:  William  E.  Crisp,  Jr.,  M.D. 

2:30-  3:00— “OFFICE  GYNECOLOGY” 

George  A.  Macer,  M.D. 

Moderator:  William  E.  Crisp,  Jr.,  M.D. 

SECTION  D - NEW  CONCEPTS  IN  CLINICAL  PRACTICE.  .Room  A1  Convention  Center 
2:00-  3:00— Moderator:  Edward  Sattenspiel,  M.D. 

2:00-  2:20— “EXPERIENCES  WITH  SOME  OF  THE  NEWER  PAIN  CONTROL 
PROCEDURES” 

James  R.  Atkinson,  M.D. 

2:20-  2:40— “METHYL  2-CYANOACRYLATE  FIXATION  OF  SKIN  GRAFTS” 

William  R.  Price,  M.D. 

2:40-  3:00— “ILIOFEMORAL  THROMBOPHLEBITIS” 

Larry  I.  Young,  M.D. 

3:00  P.M.-3:30  P.M.-RECESS  - VISIT  EXHIBITS 

3:30  P.M.-5:00  P.M.-GENERAL  SCIENTIFIC  SESSION  Room  A2  Convention  Center 

3:00-  5:00— PANEL  ON  IMMUNIZATION  AND  INFECTIOUS  DISEASE 
Discussants:  John  M.  Leedom,  M.D.;  Allen  W.  Mathies,  Jr.,  M.D.,  Ph.D.; 


Paul  F.  Wehrle,  M.D. 

Moderator:  Alan  L.  Gordon,  M.D. 

7:00  P.M.-8:00  P.M.— ANNUAL  RECEPTION  (No  Host) Convention  Center 

8:00  P.M.— ANNUAL  PRESIDENT’S  BANQUET Convention  Center 

SATURDAY  - APRIL  27 

8:00  A.M.— House  of  Delegates  — Second  Session  Convention  Center 

10:00  A.M.— Recess 

10:30  A.M.— Blue  Shield  Corporate  Meeting  — Second  Session  Convention  Center 

12:00  noon— Specialty  Society  Luncheons 

1:00  P.M.— Board  of  Directors  Meeting  French  Quarter 


French  Quarter  Room  1 

Kudu  Room 

French  Quarter  Room  3 


ARIZONA  MEDICINE 


Mrs.  Elvie  B.  Jolley 

President 


(MAN’S  AUXILIARY 

of  the 

Arizona  Medical 
Association 
18th  Annual  Meeting 


Official  ^Program 


WOMAN’S  AUXILIARY 
CONVENTION  SCHEDULE 

TUESDAY,  APRIL  23,  1968 

Registration  Lobby  — Convention  Center 


WEDNESDAY,  APRIL  24,  1968 

Registration  Lobby  — Convention  Center 

10:00  A.M.— Hamer  Education  Loan  Fund  Committee.  . . .Chairman’s  Suite 
Mrs.  Mayer  Hyman 

10:00  A.M.— Nominating  Committee  Meeting  Chairman’s  Suite 

Mrs.  Robert  G.  Delph 

2:00  P.M.— Pre-Convention  State  Board  Meeting.  .Patio  Conference  Room 
State  Chairmen  Reports 
Mrs.  Elvie  B.  Jolley 

Afternoon  for  Shopping,  Bridge  or  Golf. 

2:00  P.M.— Bridge Embassy  Room  — Upper  Main  Lobby 

Mrs.  Charles  Cooke 

2:00  P.M.-Golf 

Mrs.  A.  F.  Morrison 

7:00  P.M.— Chuck  Wagon  Dinner  Poolside 

Dress:  “Western”  or  informal 


THURSDAY,  APRIL  25,  1968 

Registration  Lobby  — Convention  Center 

9:00  A.M.— Continental  Breakfast Kudu  Room 

9:30  A. M.— First  General  Session  Kudu  Room 

Welcome  — Mrs.  Herbert  C.  Brown 
County  Presidents’  Reports 
Report  of  Nominating  Committee 
Election  of  Officers 
In  Memoriam 

11:00  A. M.— New  Executive  Board  Meeting Patio  Conference  Room 

11:30  A. M.— Recess 

Free  afternoon 

7:00  P.M.— ArMPAC  Reception  and  Dinner Convention  Center 

Senator  George  Murphy,  Guest  Speaker 


FRIDAY,  APRIL  26,  1968 

9:00  A. M.— Continental  Breakfast Kudu  Room 

9:30  A. M.— WORKSHOP Directors  Room  (Upper  Main  Lobby) 

Chairman  — Mrs.  Clare  W.  Johnson 
AMA-ERF  - Mrs.  Elvie  B.  Jolley 
Health  Careers  — Mrs.  William  C.  Scott 
International  Health  — Mrs.  Freeman  P.  Fountain 
Legislation  — Mrs.  George  S.  Enfield 
Publications  — Mrs.  Robert  J.  Oliver  III 

11:30  A. M.— Recess 

12:00  noon— Luncheon  and  Fashion  Show Joe  Hunt’s  Restaurant 

Mrs.  George  Hoffmann 

Drawing  for  Sculpture  by  Walter  K.  Emory,  M.D. 

1:30  P.M.— Second  General  Session 

Address  by  National  Officer 
Mrs.  C.  C.  Long 
President’s  Report 
Mrs.  Elvie  B.  Jolley 
Installation  of  Officers 
Acceptance 

Adjournment  of  Thirty-eighth  Annual  Meeting 
Post  Convention  Board  Meeting 


7:00  P.M.— Reception  (No  Host)  Convention  Center 

8:00  P.M.— President’s  Banquet Convention  Center 
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SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President.— Alfonso  Topete  Duran,  M.D.,  Professor  of  Surgery Edificio  Profesional,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  Nauman,  M.D 1603  N.  Tucson  Blvd.,  Tucson,  Arizona 
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Secretary  for  the  United  States— Robert  A.  Witzeman,  M.D 222  West  Osborn  Road,  Phoenix,  Arizona  85013 
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PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  December  10, 
1967,  in  the  Convention  Center  of  the  Safari  Hotel, 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  10:35  a.m.,  William  G.  Payne,  M.D.,  Chair- 
man, presiding. 

ROLL  CALL 

PRESENT:  Drs.  Antos,  Robert  [.;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  Dysterheft,  Arnold  H.,  President; 
Fife,  Ray;  Ganelin,  Robert  S.;  Heileman,  John  P.,  Secre- 
tary; Kohl,  Jr.,  Harold  W.;  McDaniel,  W.  Shaw;  May, 
Deraid  G.;  Melick,  Dermont  W.;  Wagner,  Albert  G.; 
Payne,  William  G.,  Chairman. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

Guests:  Drs.  Bower,  Willis  H.,  Director,  Arizona  State 
Hospital  Committee;  Bruner,  Richard  H.,  Chairman, 
APS,  Legislative  Committee;  Spendlove,  George  A.,  Com- 
missioner, Arizona  State  Department  of  Health. 

EXCUSED:  Drs.  Baker,  Earl  J.;  Dexter,  Richard  L.; 
Helme,  William  B.;  Landeen,  Fred  H.;  Schaller,  Donald 
F.;  Steen,  William  B.;  Wood,  MacDonald. 

MINUTE 

Approved  minute  of  the  Professional  Committee  meet- 
ing held  October  8,  1967. 

BOARD  OF  DIRECTORS  — ACTIONS 

The  Board  of  Directors,  in  meeting  held  November 
12,  1967,  received  the  previous  report  and  recommenda- 
tions of  the  Professional  Committee  and  acted  thereon 
as  follows: 

Acute  Cardiac  Care 

In  endorsing  the  Joint  Statement  on  Acute  Cardiac 
Care,  emphasis  was  placed  upon  the  “properly  trained 
and  competent  to  perform”  nurse,  and  all  hospitals  in 
the  State  having  such  accommodations  have  been  com- 
municated with  calling  attention  to  the  importance 
of  establishing  responsibility  in  these  cases,  carefully 
spelling  them  out. 

Military  Rejectee  Criteria 

AMA  memorialized  to  study  the  military  rejectee 
problem,  develop  appropriate  criteria  in  the  area  of 
psychoneurosis  and  psychiatric  disability,  and  advise 
constituent  associations  for  guidance.  This  Committee 
further  recommended  that  a copy  of  the  Board’s  letter 
be  forwarded  to  the  American  Psychiatric  Association 
for  its  awareness;  also  a copy  to  Dr.  May,  Chairman 
of  the  Section  on  Mental  Health. 

Hypnosis 

Determined  to  establish  a special  committee  to  con- 
cern itself  in  the  field  of  hypnosis  to  include  Boyden  L. 
Croach,  M.D.,  Paul  B.  Jarrett,  M.D.,  John  R.  Green, 
M.D.,  and  possibly  a psychiatrist  recommended  by  the 
chairman  of  mental  health.  It  was  further  suggested  that 
AMA  would  be  a valuable  source  for  information  on  the 
subject  in  the  investigation  of  the  feasibility  of  estab- 
lishing a policy  on  participation  of  physicians,  mem- 
bers of  this  organization,  in  lay-sponsored  (medical  edu- 
cational) programs.  Following  receipt  of  reports  from 
Drs.  Crouch  and  Jarrett,  who  are  taking  the  course 
sponsored  by  Phoenix  College,  Evening  Division,  the 
Arizona  Psychiatric  Society  will  be  asked  to  comment 
thereon. 


Diabetes  Detection 

Concurred  in  the  determination  to  withdraw  from 
both  the  1967  and  proposed  1968  Diabetes  Detection 
Programs.  The  membership  has  been  so  informed  through 
Medical  Memos.  It  was  suggested  that  an  educational 
program  be  pursued  both  for  the  physician  and  tire  lay 
public,  using  whatever  media  is  available  to  achieve 
the  objective  for  diabetes  detection,  urging  the  public 
to  contact  their  physician  for  testing. 

X-Ray  Machine  Survey 

Approved  the  voluntary  survey  program  of  inspec- 
tion of  x-ray  machines  in  doctors’  offices  and  other 
facilities  using  such  equipment  undertaken  by  the  Ari- 
zona State  Department  of  Health  cooperating  and  co- 
ordinating its  activities  with  those  of  the  Arizona  Atomic 
Energy  Commission.  It  was  suggested  that  in  the  an- 
nouncement of  the  commencement  of  this  survey,  men- 
tion to  the  effect  that  the  program  has  the  enthusiastic 
endorsement  of  the  Arizona  Medical  Association  might 
be  effective  in  procuring  the  full  cooperation  of  the 
physicians. 

Podiatry 

Authorized  preparation  of  an  appropriate  resolution 
for  presentation  to  the  House  of  Delegates  of  this  Asso- 
ciation meeting  in  April  next  presenting  for  considera- 
tion the  regulation  of  the  Joint  Commission  on  Accredi- 
tation of  Flospitals  dealing  with  podiatry  as  set  forth 
in  its  Bulletin  No.  44,  issue  of  April  1967.  Dr.  Payne 
agreed  to  communicate  with  the  Arizona  Podiatry  Asso- 
ciation to  this  effect  and  prepare  the  resolution. 

Death  Certificates 

Approved  determination  that  the  physician  should 
remain  responsible  for  the  certification  of  the  death  of 
a person  who  dies  in  a nursing  home,  the  organization 
membership  having  been  so  informed  through  Medical 
Memos.  Dr.  Spendlove  further  reported  that  new  forms 
of  death  certificates  were  being  prepared  and  would  be 
made  available  shortly. 

Immunization 

No  action  indicated  relating  to  the  request  of  LEAP 
in  the  conduct  of  a free  immunization  clinic  to  serve 
the  South  Phoenix  area,  to  be  made  available  only  to 
the  absolute  indigent,  which  project  had  the  endorse- 
ment of  the  Maricopa  County  Medical  Society,  inas- 
much as  the  program  was  undertaken  and  completed. 
School  Physical  Examination  and  Immunization 

Supported  the  intent  of  the  physical  examination  and 
immunization  referral  program  (proposed  school  health 
program)  recommended  by  the  Arizona  State  Depart- 
ment of  Health. 

Anti-Rabies  Treatment 

Adopted  the  policy  of  the  Arizona  State  Department 
of  Health  relating  to  recommendation  for  anti-rabies 
treatment,  and  accepted  the  guidelines  for  treatment 
promulgated  by  that  Department  with  commendation, 
authorizing  organization  membership  notification  through 
Medical  Memos,  which  has  been  carried  out. 

Nurse  Liaison 

Determined  to  reactivate  or  re-establish  a liaison 
committee  to  meet  with  a similar  committee  of  like 
number  to  be  appointed  by  the  Arizona  State  Nurses’ 
Association,  each  being  individually  responsible  to  its 
parent  organization,  financing  to  be  shared  equally,  for 
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the  purpose  of  discussing  doctor-nurse  problems  of 
mutual  interest.  It  has  been  suggested  that  two  mem- 
bers of  this  committee  be  selected  from  the  Executive 
Committee  — Arthur  V.  Dudley,  Jr.,  M.D.,  and  Richard 
O.  Flynn,  M.D.  — and  to  include  Howard  C.  Lawrence, 
Jr.,  M.D.  (Phoenix). 

College  Health  Record  Forms 

Approved  use  of  a standard  health  record  form  in  all 
colleges  in  Arizona. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  recommend  to  the  Board  of 
Directors  that  a standard  form  of  physical  examination 
for  all  colleges  in  the  State  be  adopted. 

It  was  suggested  that,  possibly,  this  project  comes 
under  the  jurisdiction  of  the  Subcommittee  on  Public 
Health;  further,  that  letters  should  be  written  to  the 
three  universities  and  all  junior  colleges  advising  each 
of  the  objective  and  seek  comments  and/or  sugges- 
tions as  to  how  the  desired  results  may  be  achieved. 
Full-time  Salaried  Hospital  Physician  Employees 

Determined  to  obtain  additional  facts  from  Arizona 
Blue  Shield  and  then  refer  the  matter  of  full-time, 
salaried  physician  employees  of  hospital  staffs  to  the 
Medical  Economics  Committee  for  study.  Considerable 
discussion  ensued. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  recommend  to  the  Board 
of  Directors  that  it  consider  the  desirability  of  asking 
all  state  level  organizations  to  delineate  problems  and 
make  recommendations  regarding  full-time,  salaried  phy- 
sicians relucent  to  and/or  peculiar  to  their  homogene- 
ous identification. 

Hopefully,  this  would  get  back  then  an  over-all  kind 
of  picture  of  orthopedists,  pediatricians,  psychiartrists, 
general  practitioners,  etc.,  who  are  aware  of  all  of  the 
ramifications  of  full-time,  salaried  physicians  and  see 
if  we  might  come  up  ultimately  with  a collection  of 
data  with  some  kind  of  policy  that  we  all  know  what 
each  other  is  talking  about.  It  was  suggested  that  this 
survey  include  all  hospitals  in  the  State  that  employ 
physicians  full  or  part  time  to  serve  in  emergency  rooms, 
in  educational  departments  thereof  or  otherwise;  county 
and  state  hospital  institutions;  county  and  state  health 
departments;  all  state  or  local  specialty  groups;  gov- 
ernmental and  religious  institutions  employing  physi- 
cians; universities  and  colleges  providing  student  health 
services  departments;  the  University  of  Arizona  College 
of  Medicine;  and  other  clinics  employing  physicians.  This 
will  enable  development  of  standards  and  policies  based 
upon  knowledgeable  information. 

SUBCOMMITTEE  REPORTS 

The  Chairman  expressed  his  appreciation  and  thanks 
to  those  chairmen  of  subcommittees  who  have  prepared 
and  forwarded  in  advance  of  this  meeting  written  re- 
ports of  activities  and  on  subjects  discussed  coming 
under  their  respective  jurisdictions. 

AGING  AND  GENERAL  MEDICINE 
Membership 

It  is  apparent  Dr.  Fred  H.  Landeen  wishes  to  resign 
as  a member  of  the  Professional  Committee.  It  is  recom- 
mended that  his  resignation  be  accepted  and  the  Board 
of  Directors  so  advised.  Dr.  Kohl  stated  it  is  his  under- 
standing Dr.  Landeen  is  agreeable  to  serve  as  a member 


of  Dr.  Kohl’s  subcommittee,  which  does  not  require 
Professional  Committee  membership. 

Telephone  Medical  Advice 

Hal  Talmadge  (Scottsdale),  Accountant,  seeks  an  opin- 
ion as  to  acceptance  of  fees  by  physicians  for  medical 
advice  given  by  telephone.  Discussion  ensued  and  the 
medical-legal  responsibilities  evaluated.  It  does  not  ap- 
pear unethical  for  a doctor  to  charge  a fee  for  medical 
advice  given  over  the  telephone  if  he  feels  the  service 
is  recompensable. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  go  on  record  that  charging 
or  receiving  a fee  (by  physicians)  for  telephone  advice 
be  left  entirely  to  the  discretion  of  the  individual  phy- 
sician. 

Tins  discussion  brought  up  the  problem  encountered 
by  the  Arizona  State  Department  of  Health  during  the 
Legislative  Sessions,  at  which  time  telephone  calls  are 
received  from  Legislators  away  from  home  seeking  advice 
as  to  from  whom  he  or  she  should  seek  medical  atten- 
tion when  indicated.  It  was  determined  to  refer  this 
subject  to  the  Legislative  Committee  for  consideration 
when  it  meets  Sunday  next. 

Diabetes 

Communication  from  Opal  L.  Booth,  of  Phoenix,  seek- 
ing information  as  to  the  existence  of  a local  Diabetic 
Association  and  if  none  exists  offering  to  assist  in  or- 
ganization of  one,  was  referred  to  Dr.  Kohl  for  response. 

Acute  Cardiac  Care 

As  a point  of  information,  Dr.  Kohl  reported  that 
recently,  while  in  California  taking  a course  in  cardiol- 
ogy, discussion  ensued  with  regard  to  the  utilization  of 
available  funds  associate  with  the  Regional  Medical 
Program  developing  throughout  the  country.  In  one 
community  a fully  equipped  ambulance  with  medically 
trained  personnel  is  provided  to  respond  to  acute  cor- 
onary cases  in  the  home  until  the  physician  arrives.  It 
is  anticipated  more  will  be  heard  regarding  such  activity 
in  the  future.  Also,  the  use  of  the  helicopter  with  mobile 
coronary  units  to  fly  anywhere  is  being  discussed.  With 
regard  to  the  Regional  Programs,  Dr.  Meliek  stated 
medical  standards  should  be  set  up. 

Governor’s  Advisory  Committee  on  Aging 

It  was  regularly  moved  and  unanimously  carried  that 
this  Professional  Committee  recommend  to  the  Board  of 
Directors  that  Dr.  Harold  W.  Kohl,  Jr.,  Chairman  of  the 
Subcommittee  on  Aging  and  General  Medicine,  be  de- 
signated to  replace  Dr.  Arnold  II . Dvsterheft  on  the 
Governor’s  Advisory  Committee  to  the  Council  on  Aging. 
A meeting  is  scheduled  to  be  held  Monday,  December 
eleventh. 

ALLIED  MEDICAL  GROUPS 
Membership 

No  report.  Remind  Dr.  Helme  to  submit  complete 
composite. 

Medicine  and  Osteopathy 

No  report  in  absence  of  Chairman. 

In  the  matter  of  extending  an  invitation  to  Arizona 
osteopathic  physicians  to  attend  the  scientific  sessions 
of  our  annual  meeting,  it  was  reported  that  the  Board 
of  Directors  will  present  a resolution  to  this  effect  for 
consideration  by  the  House  of  Delegates  in  annual  meet- 
ing April  next. 
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Arizona  Bar  Liaison 

Dr.  Helme,  by  letter  dated  November  seventeenth,  ad- 
vised that  he  has  designated  Daniel  B.  Carroll,  M.D. 
(Phoenix)  and  Robert  W.  Weber,  M.D.  (Tucson),  with 
himself,  to  meet  November  twenty-eighth  with  a like 
liaison  committee  of  the  State  Bar  of  Arizona  to  dis- 
cuss matters  of  mutual  interest.  This  long  sought  op- 
portunity is  bound  to  be  productive.  Mr.  Roger  W.  Perry, 
Chairman  of  the  Inter-Professional  Relations  Commit- 
tee of  the  Bar  will  head  his  group  in  discussion. 
ATHLETIC  MEDICINE 

No  report  in  the  absence  of  the  Chairman. 

DISASTER  MEDICINE 
Immunization  Program 

Dr.  Baker  briefly  reviewed  the  preliminary  reported 
results  of  the  Immunization  Program,  promising  to  sub- 
mit a formal  report  in  January  or  February  next.  It  is 
estimated  at  this  time  that  approximately  50,000  adults 
alone  have  been  immunized.  A deficit  of  $2,400  has 
developed.  Dr.  Baker  was  commended  for  his  efforts 
in  this  regard. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Committee  request  of  the  Board  of  Directors 
a supplement  to  the  previous  appropriation  by  $2,400. 

EMERGENCY  CARE 
Highway  Safety  Act 

Dr.  Schaller  reported  that  the  Governor  had  called  a 
conference,  which  was  held  December  fifth  last,  at 
which  time  there  was  unveiled  the  program  of  exten- 
sion of  the  organization  of  Traffic  Survival  Schools 
throughout  the  State  of  Arizona.  Those  schools  cur- 
rently existing,  of  which  there  are  five,  were  established 
primarily  through  the  efforts  of  certain  of  the  Courts  to 
which  convicted  motor  vehicle  drivers  were  required 
to  attend.  It  is  the  plan  in  the  expansion  of  this  program 
to  make  the  schools  available  to  the  public  who  volun- 
tarily seek  its  benefits.  RECEIVED. 

Conference  Community  Emergency  Medical  Services 

Authorized  Dr.  Schaller  to  attend  the  National  Con- 
ference on  Community  and  Emergency  Medical  Services 
sponsored  by  the  American  Medical  Association’s  Com- 
mittee on  Emergency  Medical  Services  to  be  held  at  the 
San  Francisco  Hilton  Hotel,  San  Francisco,  January  18 
through  20,  1968.  It  is  understood  Dr.  Schaller  will 
submit  a written  report  on  the  conference  following  its 
conclusion. 

Air  Medical  Evacuation  System 

Dr.  Schaller  called  attention  to  the  proposed  AMES 
(Air  Medical  Evaluation  System  for  Arizona)  which  proj- 
ect is  being  sponsored  through  the  efforts  of  James  L. 
Schamadan,  M.D.,  Associate  Professor  of  Engineering, 
Arizona  State  University.  A graduate  student,  working 
under  faculty  direction,  lias  developed  the  concept  of 
using  helicopters  for  aerial  surveillance,  rescue  and 
evacuation.  This  principle,  proven  in  Vietnam  and  Korea, 
may  have  potential  for  adaptation  to  a civilian  traffic 
safety  program.  Advice  and  recommendation  have  been 
sought  from  groups  within  the  State,  such  as  hospitals, 
highway  safety,  medical  aviation,  etc.  Application  for 
a Highway  Safety  Project  Grant  under  Sec.  402-C  of 
P.L.  89-564  to  receive  Federal  funding  for  the  study 
will  be  made.  Arizona  is  considered  a likely  area  for  the 
study.  Any  funds  allocated  will  be  on  a matching  basis; 
therefore,  local  funds  will  be  required  to  undertake 


the  research.  ArMA  is  asked  to  financially  support  the 
project. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  it  favorably  commends  to  it  this  program  and  fur- 
ther recommends  any  financial  support  it  may  be  in 
position  to  make. 

INDUSTRIAL  HEALTH 
Membership 

Approved  reappointment  of  the  subcommittee  mem- 
bership composite  of  last  year  including  Drs.  Carl  R. 
Bjorklund  (Phoenix),  Walter  V.  Edwards  (Phoenix), 
Christopher  Guarino  (Tucson)  and  Eugene  Ryan  (Phoe- 
nix). 

In  the  absence  of  the  chairman,  no  further  report 
available. 

MEDICAL  EDUCATION 
Survey  Clinical  Nursing  Facilities 

Mrs.  Pearl  Parvin  Coulter,  Dean  Emeritus,  College 
of  Nursing,  University  of  Arizona,  advises  the  statewide 
survey  of  clinical  nursing  facilities  has  been  reactivated, 
and  it  is  anticipated  the  project  will  be  completed  by 
June  30,  1968.  Miss  Vellamo  Tikkala  has  been  appoint- 
ed to  complete  the  survey.  Dr.  Meliek  advised  that  this 
is  the  survey  in  which  ArMA  has  financially  contributed 
some  time  ago.  It  is  anticipated  some  valuable  and  in- 
teresting information  will  evolve  from  this  study  as  to 
existing  facilities  over  the  State.  RECEIVED. 
MEDICINE  AND  RELIGION 

Dr.  Wagner  reviewed  the  activities  of  his  subcom- 
mittee since  the  last  meeting  of  this  body,  and  progress 
appears  developing.  Local  meetings  between  the  two 
professions  in  Casa  Grande  and  Yuma  are  about  to 
materialize. 

Annual  Meeting  Exhibit 

Plans  are  being  made  to  exhibit  during  the  annual 
meeting  of  this  Association.  There  appears  to  be  a pos- 
sible conflict  in  that  the  Florida  Association  had  made 
prior  application  for  the  only  AMA  exhibit  available. 
There  will  be  a shipment  cost  of  approximately  $90.00 
from  Chicago  to  Phoenix;  also,  Phoenix  to  Miami.  Pos- 
sibly this  latter  charge  will  be  absorbed  by  Florida. 
It  is  also  the  hope  that  Medicine  and  Religion  will  be 
given  thirty  minutes  on  the  program  of  our  annual 
meeting  for  a presentation.  The  decision  of  the  Scientific 
Assembly  Committee  is  being  awaited. 

Budget 

For  1968  a budget  of  from  $500  to  $1,000  was  pre- 
viously requested  in  order  to  carry  on  the  expenses  of 
meetings.  It  was  reported  a total  sum  of  $5,000  has 
been  budgeted  for  the  operation  of  the  Professional 
Committee  in  1968.  This  includes  $2,500  for  the  TV 
Program  under  Medical  Education. 

It  was  the  consensus  that  a reasonable  sum  of  money 
would  be  made  available  for  the  expenditures  of  this 
subcommittee  out  of  the  regular  budget  appropriation. 
MENTAL  HEALTH 
Legislation 

Willis  H.  Bower,  M.D.,  Director  of  the  Arizona  State 
Hospital,  and  Richard  H.  Brewer,  M.D.,  member  of  the 
subcommittee  on  Mental  Health  and  former  member  of 
the  Legislative  Committee  of  the  Arizona  Psychiatric 
Society,  active  in  its  behalf  on  long-range  goals  in  men- 
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tal  health  planning  and  services,  appeared  before  the 
Professional  Committee  this  afternoon,  and  the  subject 
was  the  first  item  of  business  conducted. 

Dr.  May,  in  introducing  the  subject  dealing  with  the 
promotion  by  the  Arizona  State  Hospital  Board  of  a 
separate  Department  of  Mental  Health,  stated  there  are 
two  basic  issues:  (1)  what  stand  on  the  basis  of  prin- 
ciples does  the  Professional  Committee  wish  to  take 
to  try  and  influence  ArMA,  and  (2)  to  get  as  conver- 
sant as  possible  with  the  potential  proposed  legislation. 
Copies  thereof  were  distributed  for  the  first  time.  An 
advisory  committee  report  prepared  primarily  by  lay- 
men was  presented  and  read.  Specific  recommendations 
were  reviewed.  In  1966,  APS  actively  supported  similar 
legislation  which  failed  of  enactment.  It  is  now  being 
revived.  APS  lias  reaffirmed  its  position  that  any  legis- 
lation should  be  modeled  after  the  previous  bill,  as  first 
choice,  in  support  of  an  effective  way  of  integrating 
services  and  planning  in  the  mental  health  field.  Their 
second  choice  would  be  developing  and  expanding  the 
department  of  mental  health  in  the  State  Department 
of  Health. 

Dr.  Bower  presented  and  read  portions  of  a prepared 
statement  of  need  lor  a Department  of  Mental  Health, 
which  is  of  record,  and  commented  thereon.  He  then 
reviewed  briefly  the  proposed  bill,  likewise  of  record, 
pointing  out  the  essentials. 

Matters  dealing  with  funding,  board  membership 
composite,  reorganization  of  the  State  Board  of  Health, 
as  set  forth  in  the  so-called  “Kelley”  bill,  and  the  pros 
and  cons  of  operation  of  mental  health  under  the  State 
Department  of  Health  vs.  a separate  Department  of 
Mental  Health  were  discussed. 

Dr.  Spendlove  was  then  called  upon  and  did  ex- 
press his  views  regarding  the  proposed  bill,  comparing 
certain  objectives  of  the  new  Department  of  Mental 
Health  with  current  and  proposed  operations  in  this 
field  under  the  State  Department  of  Health.  The  trend 
today  is  one  of  consolidation,  and  a committee  of  the 
Legislature  is  now  studying  this  objective  in  the  over- 
all operation  of  State  Government.  Development  of  a 
new,  separate  Department  of  Mental  Health  at  this  time 
does  not  appear  to  be  in  consonance  with  such  objec- 
tive. One  great  weakness  in  the  proposed  bill,  in  the 
opinion  of  Dr.  Spendlove,  is  having  one  person,  one 
physician,  in  charge  of  a department  like  mental  health 
and  a lay  board,  to  which  he  can  pretty  much  dictate. 
He  said  he  gets  great  strength  out  of  his  board  of 
health,  which  is  physician  oriented  and  has  continuity. 
Speaking  of  “umbrella”  mentioned  frequently  in  the 
discussion,  for  a state  the  size  of  Arizona,  it  was  the 
consensus  it  would  appear  wisdom  to  bring  the  many 
separate  health  activities  together  under  one  head  or 
department  rather  than  fragmentation.  There  would  be 
exceptions,  of  course,  such  as  mental  retardation  present- 
ly under  the  State  Department  of  Public  Instruction  in- 
volving teaching.  It  was  conceded  the  Arizona  State  Hos- 
pital should  be  under  either  a Department  of  Mental 
Health  or  the  State  Department  of  Public  Health;  how- 
ever, it  was  felt  this  should  await  the  report  of  the 
Legislative  Committee  dealing  with  possible  reorganiza- 
tion of  all  state  departments. 

It  was  regularly  moved  and  unanimously  carried 


that  the  Professional  Committee,  as  a matter  of  principle, 
recommend  to  the  Board  of  Directors  that  ArMA  base 
its  recommendation  for  approval  on  any  proposed  med- 
ical legislation  that  alters  the  current  structure  that 
either  it  effects  integration  of  statewide  medical  plan- 
ning and  services  at  the  lowest  possible  political  entity 
or  minimally  is  clearly  piecemeal  legislation  in  the  direc- 
tion of  the  goal  of  statewide  integration  of  medical 
planning  and  services  primarily  under  the  direction  of  a 
qualified  physician. 

Psychiatric  Consultation 

It  is  anticipated  a rough  draft  of  proposed  legisla- 
tion on  the  subject  of  “confidentiality  and  privileged 
communication”  in  the  practice  of  psychiatry  will  be 
available  January  next. 

Alcohol  and  Alcoholism 

The  14th  Annual  Conference  of  State  Medical  So- 
ciety Mental  Health  Representatives,  sponsored  by  the 
AMA,  will  be  held  in  Chicago,  Illinois,  March  15th  and 
16th  next.  It  will  be  concerned  with  the  rebellion  of 
youth  and  abuse  of  drugs.  RECEIVED. 

POISON  CONTROL 

Dr.  Antos  reported  little  progress  to  date,  the  result 
of  lack  of  response  to  his  inquiry  of  all  component 
county  medical  societies  seeking  specific  problems  con- 
cerning poison  control.  Only  two  responses  were  re- 
ceived on  a follow-up  inquiry,  without  problems  how- 
ever. Contacts  with  resident  physicians  and  nursing  su- 
pervisors in  the  major  hospitals  in  Maricopa  County 
resulted  in  suggestions  being  offered,  which  have  been 
put  to  use  in  the  Maricopa  County  Poison  Control 
Center. 

The  recent  parathion  poisoning  in  Tiajuana  and  the 
over-turning  of  a truckload  of  parathion  just  west  of 
Blythe  in  October  last  resulted  in  Arizona’s  almost  be- 
coming depleted  of  injectable  atropine.  This  has  now 
been  remedied.  A reserve  stockpile  of  800  mg.  of  atro- 
pine is  stored  at  Memorial  Hospital,  Phoenix.  This  is 
2,000  ml.  of  the  usual  U.S.P.  atropine,  or  enough  to 
treat  12  to  20  cases  of  severe  exposure  to  organic  phos- 
phate ester  poisons.  Also  in  reserve  at  Memorial  is  a 
supply  of  P.A.M.  and  2-P.A.M.  (pyridine  — 2 aldoxime 
methoehloride),  the  cholinesterase  reactivator  used  in 
parathion  poison  after  the  initial  first  aid  given.  The 
pharmacist  can  dispense  any  amount  needed  up  to  2,000 
ml.  of  atropine  solution  U.S.P.  and  2-P.A.M.  in  amounts 
enough  to  tide  a patient  over  for  three  to  five  days. 
It  was  suggested  that  this  information  should  be  brought 
to  the  attention  of  the  doctor  through  Medical  Memos. 

PUBLIC  HEALTH 
Membership 

Dr.  Ganelin  reported  he  had  nothing  further  to  re- 
port at  this  time  on  membership.  Effort  is  being  made 
to  fill  the  vacancy  on  Rural  Health. 

Conference  Physicians  and  Schools 

Albert  L.  Rhoades,  M.D.,  attended  the  11th  National 
Conference  on  Physicians  and  Schools  held  in  Chicago, 
October  4 through  7,  1967.  His  formal  report  is  awaited; 
however,  emphasis  was  placed  on  developing  compre- 
hensive health  education  programs  throughout  the  entire 
curriculum,  first  through  eighth  grades  particularly,  with 
the  assistance  of  the  State  Department  of  Public  In- 
struction. 
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School  Nurse  Job  Description 

In  the  matter  of  “Suggested  Job  Description  — School 
Nurse”  submitted  by  the  Arizona  State  Nurses’  Associa- 
tion, which  subject  was  tabled  at  the  last  meeting, 
there  appeared  to  be  agreement:  (1)  that  the  require- 
ments for  the  physician,  as  outlined,  appear  to  be  ideal- 
istic (not  realistic)  when  considering  the  problems  in- 
volved with  obtaining  nurses  with  appropriate  train- 
ing and  paying  them  appropriately;  and  (2)  that  many 
items  outlined  in  the  school  nurse’s  duties  appear  to  be 
more  in  the  problems  of  a physician  than  of  a school 
nurse.  The  School  Districts  should  be  encouraged  to 
obtain  more  cooperation  with  physicians  for  qualified 
health  educators. 

It  was  suggested  that  this  topic  would  be  appropriate 
for  discussion  at  such  time  as  the  Liaison  Committee 
with  Nurses  is  established. 

APHA  Continuing  Education 

In  the  matter  of  selection  of  an  ArMA  representa- 
tive on  the  Committee  on  Continuing  Education  of  the 
Arizona  Public  Health  Association,  it  is  reported  that 
there  are  already  several  physicians  on  that  commit- 
tee: Drs.  Frederick  Baum,  Frederick  Brady,  Stanford 
Farnsworth,  Dermont  Melick  and  George  Spendlove.  It 
appears  this  is  adequate  representation. 

Maternity  Homes 

Presently,  there  are  six  (6)  institutions  holding  cur- 
rent licenses  in  the  State  of  Arizona  as  maternity  homes. 
There  are  no  pending  applications.  Two  are  presently 
not  operating;  of  the  remaining  four,  one  meets  the  true 
definition  of  a maternity  home,  i.e.  “a  residence  or  similar 
building  in  which  the  only  service  rendered  is  to  matern- 
ity patients  and  to  infants  therein  born  (A.R.S.  36-401).” 
The  remaining  three  are  not  maternity  homes  at  all  by 
definition,  but  are  in  fact  full-fledged  medical  clinics 
operated  by  doctors  of  osteopathy,  providing  not  merely 
service  to  maternity  patients  and  infants,  but  all  types 
of  medical  and  surgical  services  to  the  full  range  of 
medical  conditions.  The  Board  of  Health  feels  justified, 
on  the  basis  of  evidence,  to  discontinue  licensing  any 
of  this  type  of  home. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Professional  Committee  recommend  to  the  Board 
of  Directors  that  the  Arizona  State  Board  of  Health 
discontinue  licensing  of  maternity  home. 

Midwifery 

The  status  of  licensure  and  midwifery  in  Arizona  was 
reviewed.  Present  licensing  regulations  for  midwives 
in  this  state  do  not  require  that  the  applicant  be  a 
registered  nurse,  or  that  she  have  formal  nursing  or 
midwifery  training.  The  Act,  passed  in  1957,  was  for 
the  purpose  of  bringing  some  measure  of  control  over 
the  several  hundred  untrained  midwives  then  prac- 
ticing. Currently,  there  are  less  than  a dozen  licensed 
midwives.  The  number  diminishes  by  one  or  two  per 
year.  With  the  current  medical  manpower  crises,  the 
Commissioner  was  encouraged  to  survey  the  situation 
as  it  pertains  to  other  states. 

SAFETY 

In  the  absence  of  the  chairman,  no  report. 

WOMAN’S  AUXILIARY 
Incorporation 

Requested  advice  as  to  the  wisdom  of  the  incorporation 


of  the  Woman’s  Auxiliary  to  the  Arizona  Medical  Asso- 
ciation. Matter  to  be  referred  to  counsel  for  an  opinion. 

COMMUNICATIONS 

Liability  Insurance  Coverage 

Community  Hospital  in  Chandler  seeks  an  expression 
as  to  whether  this  Association  feels,  as  it  does,  that  all 
doctors  applying  for  staff  privileges  should  carry  their 
own  malpractice  insurance,  and  whether  hospitals  are 
out  of  order  requiring  evidence  of  such  coverage  as  one 
of  the  qualifications  for  appointment  to  the  hospitals’ 
medical  staffs.  Matter  to  be  referred  to  counsel  for  an 
opinion. 

St.  Joseph’s  Nursing  School 

Attention  was  directed  to  the  recent  decision  of  St. 
Joseph’s  Flospital  in  Phoenix  that  it  will  close  its  school 
of  nursing  in  1970.  The  1970  class  of  fifty  students  who 
enrolled  last  September  will  be  the  last  to  be  gradu- 
ated from  the  school.  Considerable  discussion  ensued. 
No  action. 

Treatment  — Physicians’  Families 

Arizona  Blue  Shield  submits  for  consideration  of 
this  Professional  Committee  the  question  of  treatment 
of  physicians’  families  by  the  physician  member  of  the 
family.  Determined  to  seek  additional  information  for 
clarification  of  the  question. 

MEETING  ADJOURNED  AT  5:45  P.M. 

John  P.  Heileman,  M.D.,  Secretary 


LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  December  17, 
1967,  in  the  Convention  Center  of  the  Safari  Hotel, 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  10:15  A.M.,  Carlos  C.  Craig,  M.D.,  Chairman, 
presiding. 

ROLL  CALL 

PRESENT:  Drs.  Craig,  Carlos  C.,  Chairman;  Davis,  C. 
Truman;  Dudley,  Jr.,  Arthur  V.,  President-Elect;  Hen- 
derson, Charles  E.;  Hippert,  Gordon  J.;  Lyle,  William  H.; 
Oliver,  Robert  J. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS:  Drs.  Benclheim,  Otto  L.,  Secretary-Treasurer 
— BOMEX;  Bower,  Willis  H.,  Director  — Arizona  State 
Hospital;  McGrath,  William  B.,  Board  of  Directors— 
Arizona  State  Hospital;  Spendlove,  George  A.,  Commis- 
sioner — Arizona  State  Department  of  Health. 

Messrs.  Kelley,  Frank,  Representative  — Arizona  House 
of  Representatives;  McGarry,  Joseph  E.,  Board  of  Direc- 
tors — Arizona  State  Hospital. 

Mr.  Boykin,  Paul  R.,  Executive  Secretary  — BOMEX. 

EXCUSED:  Drs.  Bennett,  Chester  G.;  Caskey,  John  H.; 
Dysterheft,  Arnold  H.,  President;  Flynn,  Richard  O.; 
Griess,  Donald  F.,  Heileman,  John  P.,  Secretary;  Hol- 
brook, John  P. 

MINUTES 

Approved  minute  of  the  meeting  of  the  Legislative 
Committee  held  October  22,  1967,  with  the  following 
addition: 

NOTE:  Portion  of  content  of  letter  of  Merlin  K.  DuVal, 
M.D.,  Dean,  College  of  Medicine,  University  of  Arizona, 
dated  November  20,  1967,  addressed  to  Dr.  Hermann 
Rhu,  Chairman,  Medical  School— Pima  County  Liaison 
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Committee,  appearing  in  publication  of  “Sombrero’  of 
Pima  County  Medical  Society,  issue  of  December  1, 
1967. 

DR.  DuVAL:  “With  regard  to  clinical  practice  by 
salaried  clinicians  at  the  medical  school,  I would  sum- 
marize our  curi'ent  thinking  in  the  following  manner. 
First,  there  is  no  question  that  some  of  our  salaried 
physicians  will  be  obligated  to  provide  some  patient 
services  in  the  course  of  their  work  at  the  University 
hospital.  There  are  only  three  ways  in  which  this  can  be 
managed:  (1)  The  service  can  be  provided  without 
charge;  (2)  The  service  can  be  provided  at  a rate  that  is 
substantially  less  than  the  same  service  brings  in  the 
community;  or  (3)  The  service  may  be  provided  for  the 
same  fee  that  prevails  ixr  the  community.  There  seems 
not  to  be  any  doubt  on  this  score  among  those  prac- 
ticing physicians  with  whom  we  have  consulted.  The 
view  seems  to  be  that  we  should  neither  give  the 
service  away  nor  make  it  available  at  a cxxt-rate.  There- 
fore, the  important  question  is  what  to  do  aboxxt  any 
fees  that  are  collected.  We  are  taking  the  position  that 
the  patients  seen  by  salaried  physicians  at  the  medical 
school  will  ordinarily  have  been  referred  to  them  and, 
therefore,  such  patients  will  ordinarily  be  seen  only  on 
the  premises.  Since  each  member  of  tire  faculty  will  have 
been  recruited  based  on  a predetermined  salary,  any 
fees  that  he  generates  will  automatically  be  used  to  (1) 
close  any  gap  that  may  exist  between  that  salary  and 
the  portion  of  the  salary  that  is  provided  by  the  Uni- 
versity; (2)  support  the  educational  and  research  pro- 
grams of  the  department  involved;  or  (3)  support  the 
educational  and  research  programs  of  the  school  as  a 
whole.” 

MENTAL  HEALTH 

Present  on  invitation,  at  the  suggestion  of  the  Presi- 
dent, Arnold  H.  Dysterheft,  M.D.,  were  William  B. 
McGrath,  M.D.,  and  Joseph  E.  McGarry,  members  of 
the  Board  of  Directors  of  the  Arizona  State  Hospital,  and 
Willis  H.  Bower,  M.D.,  Director,  Arizona  State  Hos- 
pital. 

Dr.  Bower  presented,  as  he  views  it  since  his  appoint- 
ment earlier  this  year  as  Director  of  the  Arizona  State 
Hospital,  the  mental  health  picture  in  Arizona.  Refer- 
ence was  made  to  the  Grobe  Report  filed  some  time 
ago  recommending  a separate  Department  of  Mental 
Health  within  the  State,  followed  by  a bill  introduced 
iix  the  State  Legislature  to  achieve  the  objective  which 
then  failed  of  enactment.  He  presented  and  reviewed  a 
proposed  mental  health  bill  which  will,  if  enacted,  estab- 
lish: a State  (lay)  Board  of  Mental  Health;  a new  State 
Department  of  Mental  Health;  a Mental  Health  Pro- 
fessional Advisory  Committee;  a Commissioner  of  Mental 
Health;  provide  for  Community  Mental  Health  Ser- 
vices and  Clinics;  provide  for  State  Assistance  or  Grants 
and  allocation  of  funds;  establish  an  Arizona  Conference 
of  Community  Mental  Health  Service  Administrators,  a 
Sxxperintendent  of  the  State  Hospital  and  a Business 
Manager;  and,  of  course,  sets  forth  the  powers,  duties  and 
responsibilities  in  each  category. 

Discussion  ensued.  Comment  was  offered  that  a Com- 
mittee of  the  State  Legislature  is  currently  stxxdying  the 
organization  of  the  State  Government  which  might  have 
an  effect  upon  any  sxxch  proposal  of  mental  health  reor- 


ganization. Questions  were  raised  as  to  local  control;  es- 
tablishment of  a lay  board  and  its  desirability;  and 
whether  the  same  objective  could  not  be  achieved  under 
the  existing  State  Department  of  Public  Health. 

Dr.  Spendlove  presented  his  views  as  regards  the 
proposed  legislation  and  in  response  to  the  last  ques- 
tion raised,  commexrted  that  it  could  be  achieved  (the 
same  objectives)  under  the  present  State  Department  of 
Health  setup. 

He  further  commented  that  the  present  State  Board  of 
Health  is  of  the  opinion  that  mental  health  should  con- 
tinue to  be  xxnder  the  State  Depai'tment  of  Health;  as  a 
matter  of  fact,  it  feels  that  the  Arizona  State  Hospital 
shoxxld  be  under  its  jurisdiction  (as  is  the  Arizona  State 
Tuberculosis  Sanatorium). 

Representative  Kelley  expressed  his  feeling  that  the 
establishment  of  a separate  Mental  Health  Department  at 
this  time  is  premature. 

“The  Executive  Council  of  the  Arizona  Psychiatric 
Society,  at  its  meeting  held  December  11,  1967,  reviewed 
the  proposed  legislation  for  a separate  Department  of 
Mental  Health  and  endorses  the  principles  as  presented. 
The  proposed  legislation  does  provide  a structure  through 
which  adequate  mental  health  planning,  services  and  co- 
ordination can  be  effected.” 

It  was  regularly  moved  and  unanimously  carried  that 
the  proposed  Mental  Health  Bill  be  disapproved. 

MEDICINE  AND  SURGERY  ACT 

Dr.  Otto  L.  Beirdheim,  Secretary-Treasxxrer,  and  Paul 
R.  Boykin,  Executive  Secretary,  Board  of  Medical  Ex- 
aminers, submitted  for  consideration  proposed  amend- 
ments to  the  Medicine  and  Surgery  Act,  Chapter  13 
A.R.S.,  and  dismissed  their  intent  and  purpose.  They  are 
as  follows: 

1.  § 32-1406  Board  of  Medical  Examiners  Fund  — 
to  eliminate  quarterly  appropriations  by  the  Leg- 
islature. 

2.  § 32-1424.3  Qualifications  Applicable  to  Grad- 
uates of  Foreign  Schools  of  Medicine  for  a Regular 
License  to  Practice  Medicine  — to  allow  discre- 
tion in  acceptance  of  certification  by  the  National 
Board  of  Medical  Examiners. 

3.  § 32-1424.4  Qualifications  Applicable  to  Grad- 
uates of  Foreign  Schools  of  Medicine  for  a Regular 
License  to  Practice  Medicine  — to  allow  discre- 
tion in  accepting  residency  or  post-graduate  train- 
ing in  lieu  of  internship. 

§ 32-1425.A.A2a.A2b  Qualifications  Applicable  to 
Gradxxates  of  LTnited  States  Schools  of  Medicine 
for  a Regxxlar  License  to  Practice  Medicine  by 
Reciprocity  Endorsement;  Issxxance  of  a Limited 
License  — adding  a new  subsection  permitting 
the  Board  to  give  oral  examinations  to  reciprocity 
endorsement  applicants  when  application  is  made 
more  than  fifteen  (15)  years  following  prior  li- 
censxxre  by  written  examination  and  upon  which 
said  reciprocity  endorsement  is  soxxght;  and  adding 
to  § 32-1428  Examination  — new  sxxbsections  I, 
J,  K,  L,  and  M providing  therefor;  also  amending 
§ 32-1402  Board  of  Medical  Examiners;  Appoint- 
ment; Qualifications;  Term;  Removal;  Bond;  Com- 
pensation; Immunity  — providing  for  appointment 
of  Commissioners  by  adding  new  subsection  G 


ARIZONA  MEDICINE 


and  redesignating  existing  subsection  G,  H to  in- 
clude Commissioners  on  Examinations. 

5.  § 32-1425. A4.B  Qualifications  Applicable  to  Grad- 
uates of  United  States  Schools  of  Medicine  for  a 
Regular  License  to  Practice  Medicine  by  Reci- 
procity Endorsement;  Issuance  of  a Limited  Li- 
cense — deletion  of  entire  subsections. 

6.  § 32-1426.  A1  Qualifications  Applicable  to  Appli- 
cants for  a Temporary  License  to  Practice  Medi- 
cine; Duration  of  License  — to  allow  discretion  in 
acceptance  of  the  certificate  of  the  National  Board 
of  Medical  Examiners. 

7.  § 32-1427. D Application;  Hearing  Upon  De- 
ficiencies in  Application;  Interview;  Withdrawal 
and  Refund  — to  cover  all  forms  of  licensure. 

8.  § 32-1427. F Application;  Hearing  LIpon  Defi- 
ciencies in  Application;  Interview;  Withdrawal  and 
Refund  — to  require  personal  interviews  for  writ- 
ten examination  candidates  only. 

9.  § 32-1427. G2  Application;  Hearing  Upon  Defi- 
ciencies in  Application;  Interview;  Withdrawal  and 
Refund  — to  allow  discretion  of  the  Board  for 
military  or  resident  physicians. 

10.  § 32-1429. H License;  Issuance;  Registration;  Re- 
newal; Waiver  of  Fee  for  Licentiates;  Registration 
of  Exempt  Persons  — adding  a new  subsection  per- 
mitting of  resignation  of  licensure. 

11.  § 32-1431.1  Fees  — increasing  written  examination 
fees  from  fifty  dollars  ($50.00)  to  seventy-five 
dollars  ($75.00). 

12.  § 32-1431.6  Fees  — permitting  the  Board  to  de- 
termine annual  re-registration  fees  based  on  bud- 
get appropriation  requirements  and  providing  uni- 
form fees  limited  to  five  dollars  ($5.00)  minimum 
and  twenty-five  dollars  ($25.00)  maximum  per 
annum. 

13.  § 32- 1451. A. B Grounds  for  Censure,  Probation, 
Suspension  or  Revocation  of  License;  Duty  to  Re- 
port; Unprofessional  Conduct  Hearing;  Decision  of 
Board  — permitting  the  Board  to  investigate  in- 
formal complaints  from  licentiates,  medical  os- 
cities  or  the  association. 

The  Arizona  Medical  Association,  Inc.  was  further 
urged  to  give  every  possible  consideration  to  the  pro- 
posal that  Arizona  Basic  Science  Certification  require- 
ments be  abolished  for  doctors  of  medicine  and  doctors 
of  osteopathy. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Legislative  Committee  go  on  record  supporting  these 
changes;  and  that  it  recommend  to  the  Board  of  Di- 
rectors active  support. 

BOARD  OF  DIRECTORS  — ACTIONS 

The  Board  of  Directors  in  meeting  held  November  12, 
1967,  took  the  following  actions: 

1.  Amend  § 36-1238.A  ARS  (District  Hospital  Board 
composition)  — deleting  the  phrase;  “.  . . a prac- 
ticing physician  ...  ”,  which  will  then  read:  “the 
board  of  directors  of  the  district  shall  be  composed 
of  five  citizens,  resident  real  property  owners  within 
the  district,  none  of  whom  is  ...  an  elective  or 
appointive  state,  county  or  city  official.” 

2.  Repealing  that  portion  of  § 15-764  ARS  requiring 
the  indenture  obligation  feature  of  the  Arizona  Stu- 


dent Exchange  Program  of  WICHE;  further  pro- 
viding that  existing  written  contracts  entered  into 
between  the  State  and  the  student,  with  regard  to 
the  present  restrictive  indenture  requirement,  be 
considered  null  and  void  (inoperative);  and  that  the 
emergency  clause  be  incorporated  in  the  amend- 
ment. 

3.  Authorized  opposition  to  any  proposal  of  consoli- 
dation of  all  of  the  professional  licensing  boards  by 
the  Arizona  State  Legislature,  calling  attention  to 
the  fact  that,  in  addition  to  the  important  function 
of  licensing,  the  Board  of  Medical  Examiners  is  le- 
gally responsible  for  the  disciplining  of  licentiates. 
It  was  mentioned  that  possibly  Representative  Scott 
Alexander  (Tucson)  may  introduce  such  measure. 

4.  Repeal  that  portion  of  the  section  of  the  Industrial 
Law  requiring  a fee  schedule,  making  it  mandatory 
upon  the  Industrial  Commission  of  Arizona  to 
recognize  and  employ  the  usual,  customary  and  rea- 
sonable fee  concept  in  compensation  for  physicians' 
services  involving  workman’s  compensation  cases. 

5.  Approved  the  Arizona  State  Plan  for  Medical  As- 
sistance (Title  XIX)  as  prepared  and  presented  by 
the  Title  XIX  Subcommittee  of  the  Governmental 
Services  Committee,  with  the  further  recommenda- 
tion that  it  be  adhered  to.  The  cooperation  of  the 
Legislative  Committee  is  sought  in  studying  alter- 
nate plans  in  the  light  of  review  of  Title  XIX,  it 
being  the  opinion  that  it  may  be  an  impossible  piece 
of  legislation. 

LEGISLATIVE  BILLS  PROPOSED 

Present  on  invitation,  the  Honorable  Frank  Kelley, 
Chairman  of  the  Public  Health  and  Welfare  Committee 
of  the  House,  presented  the  following  measures  pro- 
posed for  introduction  during  the  Second  Regular  Ses- 
sion of  the  28th  Arizona  Legislature  which  were  re- 
viewed, comments  offered,  modifications  suggested 
where  indicated  and  made: 

1.  An  Act  Relating  to  Welfare;  providing  for  an  in- 
crease (from  $125.00  to  $185.00)  in  the  amount 
which  may  be  paid  as  vendor  payments,  and 
amending  § 46-254,  A.R.S.  SUPPORTED. 

2.  An  Act  Relating  to  Insurance;  defining  hospital  and 
medical  service  corporations;  including  care  in  ex- 
tended care  facilities  and  home  health  agencies  and 
services  of  podiatrists  and  of  personnel  under  a 
physician,  and  amending  § 20-822,  A.R.S.  ACTIVE 
SUPPORT. 

3.  An  Act  Relating  to  Sales  of  Securities;  providing 
that  certain  nonprofit  organizations  shall  be  sub- 
ject to  the  authority  of  the  Securities  Division  of 
the  Arizona  Corporation  Commission;  amending 
§ 44-1843  and  § 44-1848,  A.R.S.,  and  making  an 
appropriation.  SUPPORTED. 

4.  An  Act  Relating  to  Counties;  providing  care  for 
indigent  patients  in  private  hospitals;  providing 
that  State  Welfare  Department  shall  reimburse 
each  county  for  providing  hospital  or  medical  care 
for  indigents;  amending  § 11-297,  A.R.S.;  amend- 
ing Title  11,  Chapter  2,  Article  7,  A.R.S.,  by  add- 
ing § 11-297.01,  and  amending  Title  46,  Chapter 
2,  A.R.S.,  by  adding  Article  2.1.  A substitute  bill 
will  be  ready  early  next  week  providing  for  medi- 


MARCH,  1968 


cal  care  for  indigents  in  private  hospitals.  County 
will  pick  up  cost  for  indigents,  as  defined  by  law, 
to  be  reimbursed  from  State  Welfare  Department. 
SUPPORTED. 

5.  An  Act  Relating  to  Public  Health  and  Safety;  abol- 
ishing the  State  Board  of  Health;  creating  a new 
State  Board  of  Health;  providing  for  organization 
of  Board;  authorizing  the  Board  to  prepare  and 
administer  or  supervise  the  administration  of  a 
Comprehensive  State  Health  Plan  to  be  imple- 
mented upon  approval  by  the  Governor  and  the 
Surgeon  General;  authorizing  the  appointment  of 
a State  Health  Advisory  Council;  making  a con- 
tinuous appropriation  of  certain  monies  to  admin- 
ister the  health  plan;  providing  for  transfer  of 
funds;  amending  § 36-103,  A.R.S.;  repealing  § 36- 
102,  A.R.S.,  and  amending  Title  36,  Chapter  1, 
Article  1,  A.R.S.,  by  adding  a new  § 36-102  and 
§ 36-104.01  to  § 36-104.06,  inclusive. 

The  Executive  Council  of  the  Arizona  Psychiatric  So- 
ciety advises  that  at  its  meeting  December  11,  1967, 
reviewed  the  proposed  Kelley  Bill  and  cannot  endorse 
the  principles  as  presented  because  it  does  not  appear 
to  provide  for  an  adequate  structure  for  effecting  state- 
level  public  health  planning,  services  and  coordination. 
With  changes  suggested  and  made  this  morning,  ob- 
jections should  be  removed. 

Dr.  Spendlove  reported  that  the  Arizona  State  Board 
of  Health  is  enthusiastic  about  this  health  bill. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Legislative  Committee  seek  active  support  of  this 
bill  and  so  recommend  to  the  Board  of  Directors. 

6.  An  Act  Relating  to  Public  Plealth;  providing  for 
licensing  and  regulating  clinical  laboratories  and 
blood  banks;  prescribing  qualifications  for  directors 
of  clinical  laboratories  and  blood  banks;  providing 
for  administration  by  the  State  Health  Department; 
prescribing  penalties;  amending  Title  36,  A.R.S., 
by  adding  Chapter  4.1,  Articles  1,  2 and  3,  and 
making  an  appropriation. 

It  was  regularly  moved  and  unanimously  carried  that 
this  bill  be  approved  in  principle,  subject  to  verifica- 
tion of  those  items  recommended  amended  at  this  meet- 
ing. 

Mr.  Kelley  commented  further  regarding  measures  of 
interest  being  discussed  during  the  present  Third  Spe- 
cial Session  (1)  S.B.  4,  the  Pise  Tax  Bill,  an  amendment 
exempts  all  personal  property  of  non-proprietary  and 
government  hospitals  from  sales  and  use  tax;  (2)  H.B.  5, 
Sales  Tax  on  Professional  Services,  no  action;  (3)  another 
amendment  exempts  from  taxation  all  prescription  drugs; 
and  (4)  House  passed  a supplemental  appropriation  bill 
in  the  amount  of  $319,165.00  for  Crippled  Children’s 
Hospital. 

COMMUNICATIONS 

Internships 

The  Board  of  Directors  of  Maricopa  County  Medical 
Society  at  its  November  meeting  discussed  rotating  vs. 
straight  internships  suggesting  the  latter  be  included 
in  any  amendment  to  the  Medicine  and  Surgery  Act. 
It  was  stated  this  is  cared  for  in  the  proposed  amend- 
ments. 


Crippled  Children’s  Services 

Arizona  Chapter  of  the  American  Academy  of  Pedia- 
trics-Arizona  Pediatric  Society  presents  resolution  urging 
the  State  Legislature  to  provide  immediate  funds  for 
the  full  resumption  of  the  Arizona  Crippled  Children’s 
Care  Program,  especially  in  the  congenital  heart  dis- 
ease diagnostic  and  surgical  program.  Representative 
Kelley  reported  previously  this  has  been  cared  for  in 
the  Third  Special  Session. 

Blue  Cross-Blue  Shield 

James  L.  Grobe,  M.D.,  President,  Blue  Shield,  urges 
support  of  proposed  amendment  to  improve  the  Blue 
Cross-Blue  Shield  Enabling  Act  (H.B.  74  in  1967  which 
failed  of  enactment)  which  will  (1)  permit  Blue  Shield 
to  make  payments  to  subscribers  for  professional  serv- 
ices rendered  by  non-participating  physicians  and  health 
care  personnel;  (2)  permit  Blue  Shield  to  make  pay- 
ments to  participating  health  care  personnel  under  the 
direction  of  a physician;  and  (3)  permit  Blue  Cross  to 
make  payments  to  participating  extended  care  facili- 
ties and  home  health  agencies.  Provided  for  under  the 
Kelley  amendment  to  § 20-822,  A.R.S.  which  was  given 
active  support  this  morning. 

OTHER  BUSINESS 

Basic  Science  Act 

Determined  to  take  no  action  as  regards  desire  of 
Arizona  Board  of  Examiners  in  the  Basic  Sciences  to 
amend  its  act  to  increase  from  $20.00  to  $40.00  its 
administrative  fee  account  increased  costs.  This  is  a 
matter  for  Board  determination. 

School  Eye  Safety 

Arizona  Society  for  the  Prevention  of  Blindness,  Inc., 
seeks  support  of  a model  School  Eye  Safety  law.  Re- 
quested to  furnish  additional  information.  No  response. 
APPROVED  IN  PRINCIPLE,  IF  RESPONSE  RE- 
CEIVED. 

Health  Services 

Chairman  requested  to  confer  with  Dr.  Spendlove 
and  then  the  Maricopa  County  Medical  Society  to  pro- 
vide a system  for  adequate  medical  services  to  Legis- 
lators during  sessions,  especially  those  away  from  home 
in  need  of  attention,  to  assist  them  in  location  of  a 
doctor.  It  is  recognized  this  must  be  handled  on  the 
local  level  and  certainly  would  have  a good  public 
relations  effect. 

Abortion 

Reported  that  a Tucson  group  headed  by  Dr.  Wil- 
liam Davis,  including  Tucson  doctors,  lawyers,  psy- 
chiatrists and  ministers,  has  prepared  a new  proposal 
to  revise  and  liberalize  the  Arizona  abortion  laws.  It  is 
planned  to  present  it  to  the  Arizona  Legislature  before 
the  next  regular  session.  RECEIVED. 

Board  of  Health 

Dr.  Spendlove,  for  the  information  of  the  Commit- 
tee, commented  upon  a number  of  measures  considered 
by  the  Arizona  State  Board  of  Health  including,  but 
not  limited  to:  (1)  Kelley  Bill  on  reorganization  of  the 
Board;  (2)  die  Child  Day  Care  Act;  (3)  cooperate  with 
the  Arizona  State  Highway  Department  in  order  that  it 
may  qualify  for  Federal  roads  and  highways;  (4)  ambu- 
lance services;  (5)  pure  food  and  drug  regulation  changes 
regarding  acids  and  alkalies;  (6)  bedding;  (7)  reimburse- 
ment for  local  mental  health  services  in  counties;  (8) 
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maternal  and  child  health  statute  modernization;  (9) 
Commissioner’s  salary  increase;  (10)  collection  of  fees 
by  local  health  departments  on  inspections  and  deposit 
in  Health  fund;  (11)  relieve  Commissioner  from  respon- 
sibility of  making  good  on  bad  checks  issued  for  death 
certificates;  (12)  laboratory  bill  supported;  (13)  sup- 
ported Governor’s  Committee  on  Alcoholism  bill  pro- 
viding an  appropriation  of  $60,000.00;  and  (14)  sup- 
ported an  amendment  proposed  dealing  with  air  pollu- 
tion. RECEIVED. 

MEETING  ADJOURNED  AT  4:30  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


ARTICLES  OF  INCORPORATION 
AND  BY-LAWS  COMMITTEE 

Meeting  of  the  Articles  of  Incorporation  and  By- 
Laws  Committee  of  The  Arizona  Medical  Association, 
Inc.,  held  in  the  Central  Office,  Suite  201,  Safari 
Building,  4601  North  Scottsdale  Road,  Scottsdale,  Ari- 
zona, Sunday,  December  17,  1967,  convened  at  9:10 
a. m.,  Charles  E.  Henderson,  M.D.,  Chairman,  presiding 

ROLL  CALL 

PRESENT:  Drs.  Cloud,  Daniel  T.;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  Hastings,  Sr.,  Robert  E.;  Hender- 
son, Charles  E.,  Chairman;  Jarrett,  Paul  B. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED:  Drs.  Dysterheft,  Arnold  H.,  President; 
Heileman,  John  P.,  Secretary. 

MINUTES 

Approved  minute  of  the  Articles  of  Incorporation  and 
By-Laws  Committee  meeting  held  July  29,  1967. 

CHAPTER  VII  — STANDING  AND 
SPECIAL  COMMITTEES 

Section  4.  Composition  and  Duties  of  Standing  Com- 
mittees: — The  composition  and  duties  of  the  standing 
committees  are  as  follows: 

(a)  Benevolent  and  Loan  Fund:  — This  committee 
shall  consist  of  a chairman  and  at  least  four  mem- 
bers, one  of  whom  shall  be  the  Treasurer.  All 
other  members  shall  have  staggered  three  year 
terms  as  hereinabove  provided.  The  committee 
shall  administer  the  Arizona  Medical  Association 
Benevolent  and  Loan  Fund  and  shall  have  the 
power  to  make  direct  grants  from  the  income  of 
the  fund  to  Association  members  in  financial  dis- 
tress and  loans  on  a revolving  basis  to  assist  worthy 
young  residents  of  Arizona,  who  desire  to  secure 
a medical  education. 

The  details  of  operation  of  this  fund  shall  be 
worked  out  by  the  committee,  with  the  approval 
of  the  Board.  This  fund  shall  be  made  up  of 
money  appropriated  to  it  by  the  Board  or  by  the 
House,  and,  in  addition,  any  further  money  in 
the  form  of  cash  gifts  or  legacies  from  individual 
donors.  The  fund  shall  be  placed  in  the  care  of 
the  Treasurer  and  shall  be  administered  by  the 
Benevolent  and  Loan  Fund  Committee. 

THE  COMMITTEE  FURTHER  SHALL  HAVE 
THE  POWER  TO  MAKE  DIRECT  SCHOLAR- 
SHIP GRANTS  TO  WORTHY  MEDICAL 
SCHOOL  APPLICANTS  FROM  FUNDS  DE- 


RIVED FROM  INTEREST  THAT  HAS  AC- 
CRUED ON  GENERAL  FUNDS  OF  THE  AS- 
SOCIATION ON  DEPOSIT,  SUBJECT  TO  AP- 
PROVAL OF  THE  BOARD  OF  DIRECTORS. 

It  was  regularly  moved  and  unanimously  carried  that 
Chapter  VII  — Standing  and  Special  Committees,  Sec- 
tion 4.  Composition  and  Duties  of  Standing  Commit- 
tees, (a)  Benevolent  and  Loan  Fund,  be  approved,  as 
amended,  by  addition  of  the  last  paragraph  set  forth 
above  in  “caps.” 

(b)  EXECUTIVE  COMMITTEE:  - THIS  COM- 
MITTEE SHALL  CONSIST  OF  THE  EXECU- 
TIVE OFFICERS  OF  THE  ASSOCIATION:  THE 
PRESIDENT,  THE  PRESIDENT-ELECT,  THE 
IMMEDIATE  PAST  PRESIDENT,  THE  VICE 
PRESIDENT,  THE  SECRETARY,  AND  THE 
TREASURER.  EACH  SHALL  SERVE  IN  THIS 
CAPACITY  FOR  THE  TERM  OF  HIS  OFFICE. 
THE  COMMITTEE  SHALL  MEET  AS  FRE- 
QUENTLY AS  IS  DEEMED  NECESSARY,  PAR- 
TICULARLY BEFORE  EACH  BOARD  OF  DI- 
RECTORS MEETING;  IT  SHALL  REVIEW 
ROUTINE  MATTERS  AND  CORRESPOND- 
ENCE TO  BE  PRESENTED  TO  AND  SUM- 
MARIZED FOR  BOARD  ACTION;  DEVELOP 
POLICY  POSITIONS  AND  ALTERNATIVES 
FOR  CONSIDERATION  AND  DECISION  OF 
THE  BOARD;  TO  ACT  AS  AN  EXPLORATORY 
GROUP  TO  DEVELOP  AFFIRMATIVE  PLANS 
FOR  THE  ASSOCIATION  TO  BE  CONSIDER- 
ED AND  ACTED  UPON  BY  THE  BOARD;  AND 
ACT  AS  ADVISOR  TO  THE  CENTRAL  OF- 
FICE. 

It  was  regularly  moved  and  unanimously  carried 
that  Chapter  VII  — Standing  and  Special  Committees, 
Section  4.  Composition  and  Duties  of  Standing  Com- 
mittees, be  further  amended  by  the  addition  of  a new 
committee  designated  (b)  Executive  Committee,  as  set 
forth  above  in  “CAPS.” 

MEETING  ADJOURNED  AT  9:45  A.M. 

John  P.  Heileman,  M.D. 

Secretary 


GOVERNMENTAL  SERVICES 
COMMITTEE 

Meeting  of  tire  Governmental  Services  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
January  7,  1968,  in  Suite  201,  4601  North  Scottsdale 
Road,  Scottsdale,  Arizona,  convened  at  10:13  A.M.,  Wil- 
liam B.  Steen,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Bishop,  Jr.,  William  A.;  Caldwell, 
Hayes  W.;  Dew,  Philip  E.;  Dries,  Charles  P.;  Dyster- 
heft, Arnold  H.,  President;  Farnsworth,  Stanford  F.; 
Heileman,  John  P.,  Secretary;  May,  Deraid  G.;  Melick, 
Dernront  W.;  Reed,  Wallace  A.;  Spendlove,  George  A.; 
Steen,  William  B.,  Chairman;  Yount,  Jr.,  Clarence  E. 

STAFF:  Mr.  Robinson,  Bruce  E.,  Assistant  Executive 
Secretary. 

GUESTS:  Messrs.  Blazek,  James  J.,  Administrator, 
Medicare  Claims,  Aetna  Life  & Casualty;  Stone,  Barry, 
Assistant  Regional  Representative,  Bureau  of  Health 
Insurance,  Department  of  Health,  Education,  and  Wel- 
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tare. 

EXCUSED:  Drs.  Cloud,  Daniel  T.;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  McDonald,  Richard  T.;  Ochsner, 
Albert  J. 

MINUTES 

The  minutes  of  the  meeting  of  September  17,  1967, 
were  approved  as  distributed. 

CURRENT  STATUS  OF  MEDICARE 

Dr.  Steen  introduced  Mr.  Barry  Stone,  Assistant  Re- 
gional Representative,  Bureau  of  Health  Insurance,  San 
Francisco  office  of  the  Department  of  Health,  Educa- 
tion, and  Welfare,  who  discussed  in  general  the  cur- 
rent status  of  Medicare  relating  the  following  statis- 
tics for  the  period  July  1,  1966  thru  June  30,  1967: 


Region, 

Census  Division  Enrollment 

and  State  (in  thousands) 

U.  S.  and  Territories  18,808.6 

Arizona  126.2 


Inpatient  Hospital  Admissions 

Number  Per  1,000 

(in  thousands)  enrollees 

U.  S.  &Terr...  4,967.0  263 

Arizona  38.3  303 

Extended  Care  Facility  Admissions 


Number 

Per  1,000 

(in  thousands) 

enrollees 

U.  S.  &Terr...  198.6 

10.5 

Arizona  2.4 

19.0 

Home  Health  Start  of  Care 

Number 

Per  1,000 

(in  thousands) 

enrollees 

U.  S.  & Terr..  . 228.0 

12.1 

Arizona 2.1 

16.6 

Mr.  Stone  commented  that  HEW  is  recertifying  exist- 
ing facilities  and  it  has  been  their  experience  that  these 
facilities  are  improving  their  standards,  this  being  par- 
ticularly true  for  Extended  Care  Facilities. 

Also  reported  was  a survey  on  the  bills  which  had 
to  be  returned  by  the  carriers  to  the  beneficiaries  and 
the  reasons  for  the  return.  In  Arizona  10%  of  the  bills 
had  to  be  returned  due  to  a wide  number  of  reasons. 
These  bills  amounted  to  $700,000.00  which  was  delayed 
being  paid  to  the  beneficiaries  (includes  both  Part  A 
and  Part  B). 

Mr.  Stone  commented  that  Arizona  performed  “quite 
favorably”  in  comparison  to  other  states. 

Mr.  Stone  pointed  out  that  tire  total  Administrative 
cost  of  Medicare  on  a national  level  is  9.2%  of  the 
total  cost.  It  is  anticipated  that  this  will  reduce  as  it 
includes  “first  time”  costs  which  are  not  repetitive. 

CARRIER  — PART  B — AETNA  LIFE 
& CASUALTY 

Mr.  Blazek  reported  briefly  on  the  new  amendments 
to  Medicare  which  were  effective  1/1/68  or  before. 

Itemized  bill.  Aetna  can  now  reimburse  the  bene- 
ficiary on  the  basis  of  an  itemized  bill  instead  of  a 


receipted  bill.  It  was  pointed  out  that  this  procedure 
could  very  well  create  collection  problems  for  the  doc- 
tor. Mr.  Blazek  pointed  out  that  should  the  doctor 
determine  to  take  an  assignment,  this  is  clearly  marked 
on  any  statement  given  to  the  patient  because,  if  the 
patient  presents  an  itemized  bill  to  Aetna  before  the 
doctor  presents  his  assignment  form,  the  patient  will  be 
paid  directly. 

Podiatrists.  Podiatrists  have  been  included  in  the  defi- 
nition of  a physician. 

Eye  Refractions.  Eye  refractions  have  been  excluded 
under  any  circumstances. 

Purchase  of  durable  equipment.  Payment  may  be 
made  for  purchase  of  durable  medical  equipment  as 
well  as  rental  of  that  equipment  with  certain  limita- 
tions and  restrictions. 

Portable  X-ray.  Portable  X-ray  service  furnished  in 
the  home  will  be  covered.  Regulations  on  this  have  yet 
to  be  prepared. 

Time  limit  on  filing  claims.  A claim  must  be  sub- 
mitted no  later  than  the  close  of  the  calendar  year  fol- 
lowing the  year  in  which  services  were  furnished,  except 
that  all  services  furnished  in  the  last  calendar  quarter 
of  the  year  will  be  deemed  to  have  been  furnished  in 
the  following  calendar  year.  This  is  effective  April  1, 
1968. 

Mr.  Blazek  indicated  that  printed  material  relative 
to  the  above-mentioned  subjects  will  be  made  available 
to  the  physicians  within  a short  period  of  time.  He  also 
pointed  out  that  the  great  majority  of  claims  are  being 
paid  within  14  days. 

Mr.  Blazek  stated  that  he  is  in  the  process  of  em- 
ploying a doctor  as  a staff  medical  consultant. 

A discussion  ensued  regarding  the  need  for  a satel- 
lite office  in  Tucson.  It  was  agreed  that  Pima  County 
Medical  Society  should  develop  material  to  support  the 
need  for  such  an  office. 

SUBCOMMITTEE  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Dr.  Farnsworth  reported  on  the  meeting  of  his  Sub- 
committee held  12/3/67  and  presented  the  recommen- 
dations of  that  subcommittee. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Board  of  Directors  approve  the  following  recom- 
mendations: 

1.  That  this  Association  officially  take  an  active  posi- 
tion in  support  of  Comprehensive  Health  Planning 
at  all  levels; 

2.  That  this  Subcommittee  be  authorized  to  engage 
in  a concerted  effort  toward  educating  the  ArMA 
membership  about  Comprehensive  Health  Plan- 
ning; and 

3.  That  the  Board  of  Directors  take  cognizance  of  the 
fact  that  it  will  very  likely  be  asked  to  express 
itself  again  on  the  matter  of  the  determination 
of  a single  state  agency  for  Comprehensive  Health 
Planning.  This  Subcommittee  would  like  the  op- 
portunity to  develop  a recommendation  on  this 
matter  for  consideration  by  the  Board. 

Symposium 

Dr.  Farnsworth  reported  on  a proposed  symposium 
relating  to  Comprehensive  Health  Planning  to  be  held 
January  25,  26,  27  at  A.S.U.  All  doctors  should  be  urged 
to  attend  this  meeting. 
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Single  State  Agency 

Considerable  discussion  ensued  regarding  the  matter 
of  establishing  a single  state  agency. 

It  was  agreed  that  the  Subcommittee  would  meet 
January  twenty-first  and  prepare  a recommendation. 
Said  recommendation  to  be  presented  to  the  Executive 
Committee  and  a possible  mail  vote  of  the  Board  of 
Directors. 

SUBCOMMITTEE  ON  ECONOMIC 
ASPECTS  OF  MEDICARE 

Fee  Survey 

Dr.  Caldwell  reviewed  the  Third  Medicare  Survey 
in  detail.  It  was  regularly  moved  and  unanimously 
carried  that  it  be  recommended  to  the  Board  of  Direc- 
tors that  the  next  survey  should  be  done  in  January 
1969,  and  that  it  be  directed  to  the  entire  membership 
with  the  provision  that  those  who  do  not  treat  Medi- 
care patients  be  excluded  from  the  resulting  statistics. 
Recertification  - Relicensing 

The  general  subject  of  periodic  relicensing  and/or 
recertifying  of  physicians  was  presented  by  Dr.  Cald- 
well. He  described  the  program  of  the  American  College 
of  Physicians  for  re-examining  their  members. 
CHAMPUS 

Dr.  Caldwell  read  Mr.  Foster’s  letter  of  12/12/67 
explaining  the  CHAMPUS  problems  and  the  steps  to 
be  taken  to  correct  the  problems.  Said  letter  is  pre- 
sented below. 

“We  are  happy  to  be  able  to  announce  that  a major 
procedural  change  in  the  processing  of  CHAMPUS 
(Military  Dependents)  claims  has  been  achieved  as  a 
result  of  a new  understanding  between  Blue  Shield 
and  the  Surgeon  General’s  office. 

“As  you  know,  the  CHAMPUS  program  in  Arizona 
evolved  as  a result  of  negotiations  between  the  Ari- 
zona Medical  Association  through  its  Committee  on 
Medical  Economics  and  the  Surgeon  General’s  office. 
The  fiscal  administration  was  assigned  to  Blue  Shield, 
encompassed  by  agreements  that  currently  result  in 
about  50  percent  of  the  claims  being  reviewed  by 
the  Surgeon  General’s  office,  where  the  delays  may 
last  as  long  as  two  months  or  more.  In  an  effort  to 
get  the  Surgeon  General’s  office  to  facilitate  quicker 
approval  of  the  claims,  our  Professional  Committee 
also  reviews  about  10  percent  of  the  claim  load  in 
its  monthly  meetings.  Conversely,  in  the  case  of 
Medicare,  for  instance,  Social  Security  permits  all 
their  claims  to  end  their  trials  and  tribulations  in  the 
fiscal  administrator’s  local  office;  thus  processing  them 
permits  local  decisions  and  faster  payments.  This  dif- 
ference in  procedures  has  caused  some  physicians  to 
make  comparisons  of  fiscal  intermediaries  that  were 
unfortunate. 

“However,  knowing  fidl  well  that  the  procedural 
difference  between  CHAMPUS  and  Medicare  has 
served  to  delay  the  CHAMPUS  payments  and  thus 
affect  the  operation  of  some  physicians’  offices,  your 
Blue  Shield  Plan  has  achieved  an  understanding  with 
the  Surgeon  General’s  office  to  permit  final  author- 
ity on  payments  of  CHAMPUS  claims  to  rest  with 
us.  As  a result,  services  provided  after  January  1, 
1968,  will  be  processed  without  lengthy  delays  oc- 
casioned by  their  referral  to  a government  agency. 


1 his  puts  us  on  a proper  footing  of  performance  as 
a fiscal  administrator  and  will  reduce  the  incidence  of 
delay. 

“If  you,  as  a participating  physician,  have  any  ques- 
tion on  the  differences  in  operation  of  the  two  pro- 
grams, or  if  you  have  suggestions  to  improve  our 
services,  please  contact  this  office.” 

SUBCOMMITTEE  ON  MENTAL  HEALTH 

Dr.  May  reported  that  the  status  of  the  Mental  Health 
Authority  has  not  changed  since  the  last  meeting  of  the 
Governmental  Services  Committee.  That  is,  it  still  rests 
with  the  State  Health  Department.  It  was  noted  that 
there  seems  little  chance  for  the  passage  of  the  Mental 
Plealth  bill  proposed  by  the  State  Hospital’s  Board  of 
Directors,  if  introduced. 

Discussion  ensued  regarding  Mr.  Kelley’s  bill  and 
the  State  Hospital’s  bill.  No  action  was  taken. 

SUBCOMMITTEE  ON  OEO  PROGRAMS 

Membership  Confirmation 

The  committee  confirmed  the  appointment  of  the 
following  as  members  of  the  Subcommittee  on  OEO 
Programs: 

Marthalyn  J.  Gainer,  M.D.  — Maricopa  County 
Thomas  S.  Henry  II,  M.D.  — Coconino  County 
William  W.  McKinley,  Jr.,  M.D.  — Cochise  County 

Report 

Dr.  Dew  reported  on  the  status  of  the  Head  Start 
program  pointing  out  that  the  American  Academy  of 
Pediatrics  has  taken  on,  at  the  national  level,  the  super- 
vision of  the  medical  aspects  of  the  Head  Start  pro- 
gram. 

Dr.  Dew  reported  difficulty  in  obtaining  specific  in- 
formation about  the  various  OEO  programs  in  Arizona. 

SUBCOMMITTEE  ON  REGIONAL 
MEDICAL  PROGRAMS 

Dr.  Melick  reported  that  he  has  talked  to  four  county 
societies  and  plans  to  meet  with  the  other  ten  counties 
soon.  He  indicated  that  Dr.  Boyden  L.  Crouch  has 
agreed  to  work  part-time  for  the  program.  He  will  be 
located  in  Phoenix.  Dr.  Melick  stated  that  the  Re- 
gional Advisory  Group  is  scheduled  to  meet  January 
28,  1968. 

Dr.  Melick  indicated  that  he  is  looking  for  an  Admin- 
istrative Assistant. 

Dr.  Melick  stated  that  his  main  concern  at  this  point 
is  doctor  interest  in  continuing  education  programs  that 
will  bring  to  the  doctor  what  he  wants.  He  continued, 
saying  that  the  end  point  for  planning  in  Arizona  is 
March  31,  1970,  after  which  the  operational  phase  for 
the  various  programs  will  begin.  But  if  a good  pro- 
gram is  prepared  before  the  March  1970  date,  opera- 
tion of  that  program  could  progress  at  present. 

SUBCOMMITTEE  ON  UTILIZATION 
REVIEW 

Dr.  Bishop  commented  generally  on  the  past  his- 
tory of  U.R.  work.  He  delineated  the  current  program 
at  St.  Joseph’s  Hospital,  Phoenix.  He  commented  that 
the  concept  “the  hospital  belongs  to  the  community 
and  not  to  the  administrators  or  governing  boards  has 
helped  sell  Utilization  Review  programs. 

Considerable  discussion  ensued  regarding  the  far 
reaching  ramifications  and  implications  of  an  effective 
U.R.  program. 
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Committee  Membership 

It  was  regularly  moved  and  unanimously  carried  that 
Dr.  Bishop  seek  members  for  his  committee  from  those 
physicians  who  have  a low  “length  of  stay”  index.  It 
was  hoped  that  Blue  Cross  could  assist  Dr.  Bishop  in 
obtaining  the  names  of  these  potential  subcommittee 
members.  Dr.  Bishop  was  directed  to  explore  this  and 
report  back  at  the  next  meeting. 

Chairman’s  Confirmation 

It  was  regularly  moved  and  unanimously  carried  that 
William  A.  Bishop,  Jr.,  M.D.,  be  appointed  as  Chair- 
man of  the  Subcommittee  on  Utilization  Review  and, 
as  such,  a member  of  the  Governmental  Services  Com- 
mittee. 

SUBCOMMITTEE  ON  TITLE  XIX 

Dr.  Reed  and  Dr.  Spendlove  reported  on  the  prog- 
ress of  the  development  of  new  statistics  necessitated 
by  the  recent  amendments  to  Title  XIX.  It  was  noted 
that  the  figures  were  not  complete  as  yet  and  the  Com- 
mittee would  receive  final  copies  when  ready. 

Dr.  Spendlove  commented  on  the  meeting  with  the 
Joint  Legislative  Committee  appointed  by  the  Governor 
to  study  Title  XIX. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Legislature  include  in  any  final  plan  a provision 
to  limit  the  percent  of  population  that  can  be  covered 
by  the  Title  XIX  program  to  that  percent  covered  at 
the  beginning  of  the  plan. 

COMMUNICATIONS 

The  following  letters  relating  to  Medicare  were  read 
by  Dr.  Heileman: 

Letter  dated  11/10/67  from  Dino  Di  Censo,  M.D. 

Letter  dated  12/18/67  from  Arthur  V.  Dudley,  Jr., 
M.D. 

Letter  dated  10/5/67  from  G.  Scott  Tyler,  M.D. 

Letter  dated  10/6/67  from  Arthur  V.  Dudley,  Jr., 
M.D. 

Letter  dated  10/13/67  from  Zeph  B.  Campbell,  M.D. 

Dr.  Dudley’s  letter  dated  12/18/67  was  turned  over 
to  Mr.  Barry  Stone,  who  indicated  he  would  follow 
up  on  the  matter. 

It  was  directed  that  appropriate  responses  be  pre- 
pared by  the  Secretary. 

MEETING  ADJOURNED  AT  4:05  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


FOR  YOUR  INFORMATION 

The  Rocky  Mountain  “What  Goes  On”  is  pub- 
lished with  the  cooperation  of  the  Arizona 
Medical  Association  and  carries  information 
on  scientific  programs  and  postgraduate  cours- 
es in  eleven  western  states.  Advertising  by 
Lederle  Laboratories  enables  the  Colorado 
Medical  Society  to  furnish  copies  of  “What 
Goes  On  to  over  18,000  medical  doctors  in 
the  eleven  participating  states  at  no  charge. 
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FINE  APPAREL  FOR  MEN 

5068  N.  CENTRAL  AVENUE 
PHOENIX  • 266-1133 


“Breathing’s  a snap  again”  he  said  gingerly. 

(COMPLIMENTS  OF  DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.  I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  he  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Siij)i>lied : Bottles  of  100  and  500. 


Now... twice  as  much  as  before  in  each  teaspoon 


New...V-Cillin  K,  Pediatric,  250  mg 


Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re' 
quest,  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206, 


800192 
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THE  SMALL  TRANSFUSION 
IN  THE  SMALL  HOSPITAL 


C.  Herbert  Fredell,  M.D. 

Reports  stressing  the  risk  of  a single  blood 
transfusion  have  led  some  writers  to  generalize 
that  all  small  or  single  unit  blood  transfusions 
were  not  necessary.  Amongst  certain  hospital 
staff  committee  members  and  hospital  adminis- 
trators a misconception  has  become  rooted  that 
single  unit  transfusions  represent  a basis  for 
judging  the  quality  of  medical  practice  in  their 
hospital.5  This  is  actually  not  a valid  means  to 
evaluate  the  transfusion  practices  of  an  institu- 
tion since  a complete  study  of  the  utilization  of 
blood  in  amounts  other  than  one  unit  is  seldom 
considered  when  this  judgement  is  passed. 

Paradoxically,  the  effect  has  been  to  either 
deny  the  patient  the  needed  amount  of  blood  or 
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to  administer  two  or  three  units  of  blood  when 
only  one  was  indicated.1 

The  importance  of  blood  procurement  and 
its  wise  utilization  is  more  apparent  in  the  small 
hospital  in  the  smaller  more  isolated  commun- 
ities within  a reasonable  time  and  distance  of  a 
regional  blood  bank.  The  carefully  regulated 
“walking’  blood  bank  with  donors  available  by 
an  “on  call”  listing  in  the  hospital  laboratory 
is  of  great  help  in  the  very  urgent  situation. 
This  method  of  blood  procurement,  a combina- 
tion of  both  sources  with  main  reliance  on  the 
regional  bank,  has  produced  effective,  safe,  and 
reliable  sources  for  whole  blood  at  the  Flag- 
staff Hospital  during  the  past  eleven  years. 
Durig  the  past  eight  years  a continuing  study 
has  been  carried  on  concerning  blood  utilization 
in  the  Flagstaff  Hospital.  This  study  is  the  basis 
for  this  report. 

MATERIALS: 

The  Flagstaff  Hospital  is  a 75-bed  hospital 
that  has  enlarged  from  a 50-bed  unit  during 
the  past  year  after  the  community  experienced 
a growth  from  17,000  to  25,000  during  the  pre- 
ceding ten  years.  The  community  of  Flagstaff 
is  situated  135  miles  from  the  regional  blood 
bank  in  Phoenix,  Arizona.  The  blood  is  trans- 
ported to  Flagstaff  by  either  commercial  bus, 
highway  patrol  car,  or  private  airplane.  When 
the  available  blood  in  the  hospital  is  the  incor- 
rect type  and  the  need  is  urgent,  members  of 
the  walking  bank  are  called. 

In  1961  an  initial  retrospective  analysis  of  the 
use  of  blood  was  done  for  the  preceding  three 
years.  Confirming  the  author’s  belief  that  the 
utilization  of  blood  had  been  too  liberal  at  that 
time,  a continuing  study  was  instituted  to  deter- 
mine the  areas  where  overuse  of  blood  trans- 
fusion was  greatest. 

All  but  the  very  minor  transfusion  reactions 
were  reported  on  a special  form  so  that  the  phy- 
sician and  the  laboratory  could  investigate  the 
possible  causes.  During  the  period  of  this  study, 
one  case  of  persistent  arthralgia,  one  case  of 
major  urticaria,  and  two  severe  febrile  reactions 
occurred.  There  were  eight  known  cases  of  serum 
hepatitis  attributable  to  blood  transfusion  given 
in  the  Flagstaff  Hospital.  There  was  one  known 
death  due  to  blood  serum  hepatitis  during  the 
period  of  this  study  and  during  a preceeding 
period  of  five  years. 

Due  to  the  geographic  location  of  the  com- 
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munity  of  Flagstaff,  certain  hematological  varia- 
tions are  expected.  The  altitude  is  7000  feet  and 
the  normal  hemoglobin  concentration  is  some- 
what higher  than  the  accepted  14  Gm.  Within 
the  older  members  of  the  population,  there  are 
intolerances  to  degrees  of  anemia  that  would  not 
be  present  at  lower  altitudes. 

During  the  period  of  this  study  there  were 
4028  units  of  blood  administered  to  1235  pa- 
tients, or  3.2  units  per  patient.  There  were  26,- 
403  patients  admitted  to  the  hospital  during  that 
period  of  time  (Table  1). 


TABLE  I 

The  Small  Transfusion  in  the  Small  Hospital 
Flagstaff  Hospital 
1959  to  1967 


1959 

Patients 

Discharged 

2,735 

Patients 

Receiving 

Blood 

173 

Total  Units 
600 

1960 

2,972 

204 

628 

1961 

3,034 

154 

536 

1962 

3,193 

167 

539 

1963 

3,597 

161 

572 

1964 

3,497 

143 

422 

1965 

3,673 

114 

371 

1966 

3,702 

119 

360 

Total 

26,403 

1,235 

4,028 

1. 

Total  Units 

— 

3.2  Units/Patient 

2. 

Patients  Receiving 
Total  Units 

Blood 

=z  Utilization  = 0.1147 

Total  Patients  Discharged  Factor 


When  the  units  per  patient  are  analyzed  the 
single  unit  transfusion  was  given  in  29%  of  the 
total  cases,  or  a total  of  360  cases.  The  admin- 
istration of  four  or  more  units  was  done  in  a 
total  of  297  cases  (Table  II). 

There  has  been  a decline  in  the  total  number 
of  units  of  blood  given  each  year  while  the  total 
number  of  patients  admitted  and  the  total  num- 
ber of  patients  requiring  major  surgery  and  sus- 
taining major  trauma  have  increased  (Table  I). 
The  administration  of  single  unit  transfusions 
has  also  declined  in  total  number  per  year  at  a 
greater  proportionate  rate  (Table  II).  A correla- 


TABLE  II 

The  Small  Transfusion  in  the  Small  Hospital 
Flagstaff  Hospital 
1959  to  1967 

Amount  of  Blood  Transfused  Per  Patient 


Single  Unit 

Two  Units  Three  Units 

Four 

1959 

62  (35.9%) 

51 

21 

39 

1960 

87  (42,6%) 

62 

15 

40 

1961 

50  (32.5%) 

15 

21 

38 

1962 

34  (20.3%) 

8 

23 

43 

1963 

31  (19.3%) 

72 

16 

42 

1964 

49  (34.2%) 

45 

14 

35 

1965 

23  (21.1%) 

32 

11 

39 

1966 

24  (21.1%) 

51 

23 

21 

T otal 

Cases 

360 

297 

Total  single  unit  transfusions  are 

29%  of  total  of 

patients 

receiving  transfusions. 

cases 

1,235 


tion  with  a fall  in  total  number  of  single  unit 
blood  transfusions  and  a rise  in  two  unit  trans- 
fusions is  not  present.  The  number  of  large 
transfusions,  of  four  or  more,  is  of  more  than 
routine  interest.  This  may  be  a reflection  of 
the  relative  high  percentage  of  major  trauma 
that  has  been  cared  for  during  the  period  of  this 
study  at  this  small  hospital. 

When  analyzing  the  site  of  the  single  unit 
transfusion,  on  the  basis  of  the  service  in  the 
hospital,  it  is  apparent  that  the  operating  room 
and  emergency  room  areas  have  utilized  the 
single  unit  transfusion  most  often.  Operative 
surgery  including  the  care  of  the  injured  ac- 
counted for  77%  of  the  total  number  of  single 
unit  transfusions.  The  gynecological  surgical  pro- 
cedures utilized  about  30%  of  the  single  units 
and  the  trauma  patients  utilized  about  25%  of 
the  total  single  units  utilized  in  the  operative 
surgery  group  of  cases.  This  represents  over  half 
of  the  total  units  used  during  the  period  of  this 
study.  When  analyzing  these  latter  two  groups 
of  patients,  the  author  found  that  about  half  of 
them  might  not  have  been  administered  accord- 
ing to  presently  accepted  standards.  When  ana- 
lyzing the  remainder  of  general  surgical  proce- 
dures, elective  and  emergency,  about  one-third  of 
them  would  not  have  received  a single  unit  of 
blood  in  view  of  our  present  day  criteria  for 
a single  unit  blood  transfusion  (Table  III). 


TABLE  III 

The  Small  Transfusion  in  the  Small  Hospital 
Flagstaff  Hospital 
1959  to  1967 

The  Utilization  of  the  Small  Single-Unit  Transfusion 
(Analysis  of  213  of  the  360  Cases) 

Surgical 

—operative  blod  loss  163 

—acute  trauma  including  operatives  41 
—gynecological  surgery  49 

Medical 


—acute  non-surgical  blood  loss 
—anemia 
Obstetrical 

—acute  blood  loss 

Pediatrics 


12 

25 

14 


—anemia  with  febrile  illness 
—exchange  transfusions 

Total 


3 

6 

213 


Scrutiny  of  the  obstetrical,  pediatric  and  me- 
dical services  reveals  a low  utilization  of  blood 
on  the  pediatric  and  obstetrical  services.  During 
the  past  few  years  very  few  single  unit  trans- 
fusions have  been  given  on  the  obstetrical  serv- 
ice. On  the  pediatric  service,  the  so-called  single 
unit  administration  has  not  been  a valid  measure 
because  of  the  size  of  the  patient  requiring  blood. 
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The  single  unit  administrations  on  the  pediatric 
service  have  included  the  exchange  transfu- 
sions. 

The  utilization  of  blood  on  the  medical  serv- 
ice has  been  mainly  for  the  treatment  of  acute 
bleeding  of  a non-surgical  nature  and  the  treat- 
ment of  chronic  anemia.  Coagulation  defects, 
Hodgkins  disease,  leukemia,  aplastic  anemia, 
generalized  malignancy  and  anemia  of  chronic 
blood  loss  have  all  been  listed  on  the  record  as 
the  indication  of  a single  unit  bloood  transfu- 
sion. In  no  instance  was  blood  given  for  protein 
depletion  or  as  a “tonic”  for  a debilitated  pa- 
tient. 

During  the  period  of  this  study  there  has  been 
no  known  instance  of  a patient  receiving  mis- 
matched blood.  Every  reaction  that  was  re- 
ported has  been  investigated.  One  case  of  cold 
agglutinins  produced  a febrile  reaction  that  re- 
quired discontinuing  the  blood  transfusion.  No 
hemolytic  reactions  have  been  discovered  and 
unsuccessful  searches  for  causative  agents  has 
been  done  in  three  cases.  The  procedure  recom- 
mended by  the  American  Association  of  Blood 
Banks  for  investigating  reactions  has  been  fol- 
lowed in  each  instance. 

COMMENT: 

During  the  past  8 years  a continuing  study 
of  blood  utilization  in  the  Flagstaff  Hospital 
has  been  done.  The  emphasis  has  been  placed 
upon  the  single  unit  transfusion  because  it  is 
within  this  area  of  usage  that  abuse  is  most 
likely  to  occur. 

In  the  Flagstaff  Hospital  there  has  been  a 
steady  decline  in  the  total  number  of  units  of 
blood  administered  as  well  as  the  number  of 
single  unit  transfusions.  This  has  occurred  in  the 
presence  of  an  increasing  number  of  major  sur- 
gical procedures  being  performed  and  an  in- 
creasing number  of  patients  being  admitted  to 
the  hospital. 

Any  analysis  of  work  done  in  a hospital  as 
reflected  on  the  hospital  record  has  many  well 
known  pitfalls.  The  person  analyzing  the  record 
usually  has  different  criteria  for  the  facts  he  is 
searching  out  in  contrast  to  the  recording  phy- 
sician who  might  have  equally  valid  indications 
for  his  prescribed  therapy. 

When  the  records  of  the  single  unit  blood 
transfusions  were  analyzed  on  an  annual  basis 
by  the  author,  it  was  apparent  that  about  one- 
third  of  these  transfusions  might  not  have  been 


given  with  a conservaion  of  over  100  units  of 
blood. 

DISCUSSION: 

Crispen,  in  19623,  did  a retrospective  analysis 
of  471  single  unit  blood  transfusions  and  con- 
cluded that  47%  of  them  were  not  indicated. 

Reece  and  Beckett'  reported  their  experience 
in  a community  hospital  noting  that  29%  of  their 
transfused  patients  in  1966  received  a single 
unit  of  blood.  They  noted  that  it  was  given  in 
surgical  and  obstetrical  situations  in  93%  of  the 
cases.  When  using  their  own  criteria  in  a retro- 
spective analysis  they  concluded  that  two  thirds 
of  the  single  unit  transfusions  were  either  un- 
necessary or  of  questionable  value.  They  did  cite 
the  trend  of  opinion  to  be  swinging  to  accep- 
tance of  the  single  unit  transfusion  in  certain 
circumstances  to  be  good  medical  practice. 

King  and  Senhauser6  and  others2  reported  that 
when  a single  unit  transfusion  of  blood  has  been 
given  in  an  operative  procedure  requiring  mod- 
erate blood  replacement  that  it  should  be  con- 
sidered a tribute  to  the  surgeon’s  skill  and  judg- 
ment. 

The  use  of  large  volumes  of  blood  has  been 
reported  by  Wilson  et  al.10  He  noted  that  when 
5000  cc’s  of  blood  is  given  in  24  hours  that  there 
was  an  incidence  of  adverse  transfusion  reac- 
tions of  0.15%.  He  noted  that  one  case  out  of 
144  developed  serum  hepatitis. 

Certain  contraindications  for  a single  unit  of 
blood  to  be  given  are  now  accepted  by  most 
physicians.  The  administration  of  a single  unit 
of  blood  to  merely  comply  with  an  arbitrary 
hematologic  standard  such  as  prior  to  elective 
surgery  or  in  a chronically  ill  patient  is  no  longer 
standard  practice.  Using  blood  as  a “tonic"  or 
source  of  plasma  protein  should  be  condemned. 

A single  unit  blod  transfusion  is  indicated  in 
cases  in  whom  the  cardiovascular  risk  in  an  aged 
patient  prohibits  any  blood  loss  and  in  whom 
the  ability  to  replace  the  blood  loss  is  limited. 
In  patients  with  severe  coronary  artery  disease 
in  whom  blood  loss  is  expected  and  subsequent 
decrease  of  myocardial  circulation  and  possible 
rhythm  disturbances,  a single  unit  transfusion 
may  be  very  beneficial.  The  surgical  patient  who 
had  lost  several  units  of  blood,  and  who  is  a 
good  surgical  risk,  may  need  only  a single  unit 
of  blood  in  addition  to  judicious  amounts  of 
fluids  intravenously  to  compensate  for  the  blood 
loss.  There  are  small  patients,  children  and  small 
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adults,  in  whom  the  circulating  blood  volume 
is  smaller  than  normal  in  whom  a single  unit 
transfusion  may  be  all  that  is  required  to  re- 
place appreciable  blood  losses. 

Often  fluids  will  satisfy  the  needs  of  the  pa- 
tient who  has  sustained  blood  loss  of  a degree  to 
require  a single  unit  replacement.  Laboratory 
and  clinical  studies  have  shown  that  the  circu- 
lating fluid  volume  must  be  preserved  near 
normal  more  so  than  the  hemoglobin  concen- 
tration.* 1 2'8 9 10'11 Several  excellent  papers  have  been 
published  in  recent  years  concerning  the  use  of 
saline,  Ringer’s  lactate  solutions,  dextran,  albu- 
min, and  plasma,  in  trauma,  blood  loss,  and 
shock. 

Allen1  has  recommended  that  if  only  one  unit 
of  blood  is  indicated  do  not  administer  it,  if  two 
units  seem  indicated  give  only  one,  and  if  three 
units  are  indicated  give  only  two.  By  using  this 
conservative  approach  to  the  use  of  blood  he 
feels  that  the  dangers  of  transfusion  reactions 
and  serum  hepatitis  will  markedly  be  reduced. 
He  noted  that  the  nature  of  the  blood  donor 
population  effects  attack  rates  of  icteric  serum 
hepatiis  as  much  as  ten  times  when  compar- 
ing voluneer  donors  to  those  donors  from  pri- 
sons or  Skid  Row  areas  of  the  city.  He  has  re- 
peatedly urged  a quality  control  over  the  pro- 
curement and  handling  of  blood  used  for  trans- 
fusions. 

Reece  and  Beckett7  and  others4 5 6  noted  that  the 
incidence  of  post-transfusion  hepatitis  is  diffi- 
cult to  estimate  because  of  the  inability  to  iso- 
late the  causative  virus.  This  is  because  of  its 
variability  with  different  donor  populations  and 
because  it  is  frequently  found  in  an  anicteric  or 
asymptomatic  form.  They  noted  that  the  icteric 
form  has  a mortality  of  12  to  13%. 

One  modality  of  blood  transfusion  therapy 
that  overcomes  the  seemingly  unsurmountable 
problem  of  transfusion  hepatitis  is  the  autogen- 
ous transfusion.  When  the  patient  is  his  own 
donor  these  dangers  are  averted.  If  the  patient 
is  chosen  according  to  standards  established 
by  the  American  Association  of  Blood  Banks 
the  risks  are  minimal  and  results  are  effective. 

Crispen3  has  noted  that  over  five  million  units 
of  blood  are  given  by  transfusion  in  the  United 
States  each  year  with  three  thousand  deaths  re- 
sulting directly  from  transfusions.  Blood  trans- 
fusion now  ranks  with  appendicitis  and  general 
anesthesia  as  a cause  of  death  in  this  country. 


SUMMARY: 

1.  An  eight  year  study  of  blood  utilization  in 
a small  hospital  has  been  presented.  The  small 
transfusion  must  remain  the  main  area  of  con- 
cern for  those  interested  in  blood  conservation 
as  it  is  the  area  most  likely  to  contain  abuse. 

2.  During  the  period  of  this  study,  the  small 
one  unit  transfusion  has  been  administered 
in  steadily  decreasing  numbers  as  well  as  a 
steady  decrease  in  the  total  number  of  units 
utilized.  This  has  occurred  in  the  presence  of 
a rising  number  of  major  surgical  procedures 
performed,  major  trauma  victims  cared  for  and 
total  number  of  hospital  admissions. 

3.  During  the  period  of  this  study,  there  have 
been  no  cases  of  known  mismatched  blood  and 
there  has  been  one  fatality  from  blood  transfu- 
sion. The  blood  transfusion  reaction  rate  has 
been  low.  The  incidence  of  serum  icteric  hepa- 
titis has  been  0.2%  with  a mortality  of  12.5%. 

4.  The  single  unit  transfusion  represents  poor 
therapeutic  judgment  in  the  elective  transfusion 
in  which  the  same  therapeutic  result  could  be 
achieved  by  other  means.  In  some  instances, 
the  need  for  transfusions  is  clear  and  well  satis- 
fied by  a single  unit.  This  is  often  the  case  in 
the  operating  room  situation  in  which  the  first 
unit  of  blood  is  intended  as  the  first  of  a series 
of  units  of  blood  but  further  replacement  be- 
comes unnecessary  because  of  the  improvement 
in  the  status  of  the  patient.7 

5.  The  use  of  a single  unit  of  blood  may  be 
very  necessary  with  blood  destruction  or  bone 
marrow  depression  or  failure.  In  these  circum- 
stances the  single  unit  transfusion  is  a reflection 
of  therapeutic  skill  and  wise  conservatism. 

6.  A brief  review  of  pertinent  literature  has 
been  presented. 
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LEFT  ATRIAL  CALCIFICATION 

Harry  Newman,  M.D. 

Edward  Bregman,  M.D. 

Robert  Waldman,  M.D. 


Radiologic  differential  diagnosis  of  left  atrial  calcification  has  signific- 
ance to  the  surgeon  contemplating  cardiac  procedures,  and  to  the  cardiol- 
ogist in  prognosis.  This  manuscript  describes  well  the  problem  and  its 
solution. 


Calcification  in  the  wall  of  the  left  atrium  was 
initially  described  in  1912,  but  it  was  not  until 
1938  that  Bedford  first  recorded  the  fluoroscopic 
and  radiographic  findings.1  Calcification  of  the 
left  atrium  is  found  in  patients  who  have  had 
extensive  rheumatic  carditis  and  long  standing 
valvular  disease  with  associated  mitral  stenosis 
and  insufficiency.2'8  Other  causes  of  calcification 
in  the  wall  of  the  left  atrium  have  been  de- 
scribed. It  has  been  seen  in  metabolic  calcinosis 
such  as  hyperparathyroidism,  in  patients  with 
an  abnormal  calcium  metabolism  or  in  patients 
receiving  massive  doses  of  vitamin  D.  Most  com- 
monly the  site  of  predilection  for  the  endocard- 
itis is  the  posterior  wall  of  the  left  atrium  above 
the  mitral  valve.  The  calcification  usually  oc- 
curs in  the  endocardium  or  subendocardial  re- 
gion with  the  formation  of  plaques.3  It  is  usually 
the  end  result  of  repeated  episodes  of  rheumatic 
endocarditis  and  occurs  in  the  necrotic  or  devi- 
talized tissue.  Curry  observed  that  the  body  of 
the  left  atrium  and  the  left  auricular  appendage 
are  involved  in  this  process  with  about  equal 
frequency.4 

Endocardial  calcific  deposits  may  occur  op- 
posite a septal  defect  where  the  abnormal  blood 
current  strikes  the  endocardial  surface.  However, 
these  conditions  represent  infrequent  and  rare 
causes  of  left  atrial  calcification.  Therefore,  the 
identification  of  calcium  either  in  the  wall  of  the 
left  atrium  or  in  a left  atrial  thrombus  gener- 
ally confirms  the  presence  of  rheumatic  mitral 
valvular  disease.5 

Ruskin  and  Samuel  have  reviewed  and  sum- 
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marized  the  cases  of  this  disease  which  have 
been  reported  in  the  literature.  They  found  that 
the  average  age  of  the  patients  with  calcification 
of  the  wall  of  the  left  atrium  is  fifty-one  years. 
The  average  length  of  time  which  these  people 
have  suffered  from  rheumatic  heart  disease  has 
been  twenty-nine  years.  Most  of  the  patients 
have  had  symptoms  for  at  least  seventeen  years.6 

Concomitant  complications  included  a high  in- 
cidence of  auricular  fibrillation.  Cardiac  decom- 
pensation and  failure  occurred  in  80  percent, 
and  the  average  duration  of  congestive  failure 
was  eleven  years.  Hypertension  was  found  in  10 
percent  of  the  patients.  The  average  age  of  death 
was  fifty-three  years. 

The  radiographic  manifestation  of  left  atrial 
calcification  is  a curvilinear  density  measuring 
up  to  2 mm.  in  thickness  in  the  region  of  the 
wall  of  the  left  atrium.  In  the  frontal  projection 
the  shell-like  calcification  outlines  the  contour  of 
the  left  atrium.  In  the  oblique  and  lateral  proj- 
ections the  calcium  in  the  posterior  wall  of  the 
left  atrium  outlines  the  posterior  extent  of  this 
chamber.  At  times,  however,  the  calcification 
may  be  small  in  amount  and  sickle-shaped.3  It 
is  quite  difficult  to  differentiate  a large  calcified 
mural  thrombus  in  the  left  atrium  from  exten- 
sive endocardial  calcification.  Lamination  or  un- 
usual thickness  of  the  calcified  layer  is  sugges- 
tive of  calcification  of  a thrombus  rather  than 
of  the  endocardium.5  Kent  and  Morrison  point 
out  that  a small  calcified  thrombus  in  the  left 
atrial  appendage  tends  to  be  calcified  in  a semi- 
circular fashion  with  its  convexity  upward.7 
Thrombi  can  be  distinguished  from  valvular  cal- 
cification on  fluoroscopy  since  they  show  a danc- 
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ing  motion  in  contrast  to  the  pulsatory  move- 
ment of  the  mitral  valve  and  the  dancing  mo- 
tion of  the  aortic  valve. 

The  differential  diagnosis  of  atrial  calcifica- 
tions includes  other  major  anatomical  structures 
in  the  heart  which  calcify  such  as  (1)  pericar- 
dium, (2)  coronary  arteries,  (3)  intracardiac  val- 
ves, (4)  mural  thrombus,  (5)  myxomas,  (6)  ven- 
tricular wall  aneurysms  and  (7)  myocardial  in- 
farcts. The  most  important  and  most  difficult 
differentiation  lies  between  a partially  calcified 
mural  thrombus  and  a calcified  left  atrial  wall. 
Intramural  calcification  is  usually  linear,  non- 
laminated  and  marginal  in  distribution.  A calci- 
fied mural  thrombus,  however,  is  usually  lam- 
inated and  nonlinear.  Other  cardiac  calcifica- 
tions are  more  easily  differentiated.  Calcified 
coronary  arteries  are  seen  as  thin  parallel  lines 
and  occupy  a characteristic  position  on  the  X-ray 
and  are  usually  seen  in  the  anterior  descending 
or  circumflex  branches.  Ventricular  aneurysms 
which  calcify  are  most  often  located  at  the  apex 
of  the  left  ventricle.  Valvular  calcification  of  the 
mitral  and  aortic  valves  can  easily  be  distinguish- 
ed fluoroscopically,  being  more  central  in  loca- 
ation  and  exhibiting  a characteristic  dancing  mo- 
tion. Pericardial  calcifications  are  usually  seen 
at  the  periphery  of  the  heart  in  the  various  ob- 
lique projections.  Calcified  cardiac  tumors  and 
calcified  pericardial  cysts  are  extremely  rare  and 
may  be  distinguished  fluoroscopically.  Calcified 
hilar  lymph  nodes  and  calcified  costal  cartilage 
can  be  excluded  by  their  appearance  and  in  vari- 


ous oblique  projections.  The  other  possible 
causes  of  endocardial  calcification  such  as  vita- 
min D intoxication  or  disturbance  in  calcium 
metabolism  may  be  clarified  by  various  labora- 
tory examinations  and  calcification  may  also 
be  observed  in  other  areas  of  the  body. 

REPORT  OF  CASES 

Case  I:  A 49-year-old  woman  gave  a history 
of  rheumatic  fever  and  has  known  about  a heart 
murmur  since  the  age  of  7 years.  She  has  been 
taking  digitalis  since  the  age  of  23  and  has  com- 
plained of  frequent  bouts  of  exertional  dyspnea, 
orthopnea  and  hemoptysis.  At  35  years  of  age 
she  had  an  episode  of  arterial  embolization  to 
the  iliac  artery  which  required  amputation.  Sub- 
sequently, she  had  a mitral  commissurotomy. 
Following  the  surgery,  her  general  condition  im- 
proved for  a period  of  five  years.  For  approxi- 
mately two  years  prior  to  her  present  hospital 
admission,  her  exercise  tolerance,  orthopnea  and 
hemoptysis  have  all  returned  and  actually  be- 
came somewhat  worse. 

The  physical  examination  disclosed  the  pres- 
ence of  auricular  fibrillation  and  a pulse  of  60. 
The  blood  pressure  was  140/80.  There  was  a 
grade  3 holoscystolic  regurgitant  murmur  heard 
best  at  the  apex,  radiating  to  the  axilla  and  a 
grade  3 diastolic  rumble  which  was  also  heard 
best  in  the  apical  region.  Both  murmurs,  how- 
ever, were  well  heard  over  the  precordium.  The 
second  heart  sound  was  accentuated  and  of  snap- 
ping quality  in  the  pulmonic  area.  The  heart 


Fig.  1.  Case  I.  PA  oblique  and  lateral  views  of  the  chest  with  barium  in  the  esophagus, 
calcification  in  the  wall  of  the  enlarged  left  atrium  including  the  auricular  appendage. 


Note  the  curvilinear 
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Fig.  2.  Case  II.  Frontal,  oblique  and  lateral  views  of  the  thorax  demonstrate  calcitication  in  the  left  atrial  wall. 
The  enlarged  left  atrium  displaces  the  esophagus  posteriorly. 


was  enlarged.  No  venous  distention  was  noted. 
Examination  of  the  abdomen  revealed  no  en- 
largement of  the  liver  or  spleen.  Auscultation  of 
the  lungs  was  non-essentially  negative. 

X-rays  of  the  chest  showed  cardiomegaly  and 
extensive  calcification  of  the  left  atrial  wall  (Fig. 
1).  The  patient  refused  operative  correction  and 
was  subsequently  discharged. 

Case  II:  This  37-year-old  male  was  admitted 
to  the  hospital  for  operative  correction  of  mitral 
stenosis  and  insufficiency.  At  8 years  of  age,  he 
had  rheumatic  fever.  Several  years  prior  to  his 
present  admission,  a mitral  valvulotomy  was 
done  following  which  there  was  embolization 
to  the  brain  from  which  he  made  a good  re- 
covery. He  complained  of  fatigability,  weakness, 
some  exertional  dyspnea  and  one-pillow  orthop- 
nea. 

The  physical  examination  revealed  auricular 
fibrillation.  His  pulse  rate  was  80  and  blood  pres- 
sure 120/80.  The  heart  was  considerably  en- 
larged. At  the  apex,  a long  diastolic  murmur  was 
heard  without  presystolic  accentuation.  This  was 
followed  by  a short  systolic  blow.  Split  heart 
sounds  were  heard  at  the  apex.  A faint  grade  1 
to  grade  2 systolic  murmur  could  be  heard  along 
the  right  sternal  border.  The  remaining  physical 
examination  was  essentially  negative. 

Roentgenograms  of  the  chest  disclosed  exten- 
sive calcification  involving  the  major  portion  of 
the  left  atrial  wall  (Fig.  2). 


SUMMARY 

Two  cases  have  been  presented  in  which  cal- 
cification of  the  wall  of  the  left  atrium  was  noted 
radiographically.  In  both  patients,  the  calcifica- 
tion was  the  result  of  long  standing  rheumatic 
heart  disease  and  involvement  of  the  mitral 
valve.  It  appears  to  be  associated  with  the  more 
severe  cases  with  extensive  carditis  and  valvular 
disease  and  is  of  both  pathological  and  surgical 
significance.  Roentgenology  is  the  only  means 
for  diagnosing  this  condition  clinically.  The  x-ray 
appearance  is  quite  characteristic,  and  the  diag- 
nosis can  frequently  be  made  from  the  plain 
postero-anterior  chest  film.  As  a general  rule  it 
is  an  unfavorable  prognostic  sign.  The  presence 
of  large  amounts  of  calcium  in  the  wall  of  the 
left  atrium  presents  technical  problems  for  the 
surgeon  which  may  increase  the  hazard  of  opera- 
tion. Its  recognition  is  of  importance,  therefore, 
in  establishing  the  decision  of  operability. 
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MEETING  MEDICAL 
MANPOWER  NEEDS 


Merlin  K.  DiiVal,  M.D. 


The  Dean  of  the  College  of  Medicine 
of  The  University  of  Arizona  has  pre- 
sented a national  paper  which  has 
been  widely  accepted  not  only  in  pro- 
fessional circles,  but  by  the  lay  press. 
It  is  here  presented  in  its  original 
form. 


ThE  question  to  which  we  are  addressing  our- 
selves today  is  a not  inconsiderable  one.  We  have 
been  told  that  the  health  industry,  if  we  may 
call  health  an  industry,  is  now  our  third  largest 
employer.  Expenditures  for  health  exceed  6%  of 
our  gross  national  product.  And,  in  the  general 
field  of  formal  education,  programs  for  educa- 
tion in  the  health  sciences  embrace  a greater 
span  of  years  than  education  for  any  other  en- 
deavor; from  high  school  through  as  many  as 
12  years  beyond  the  Bachelor’s  Degree. 

The  problem  of  supplying  manpower  for  the 
health  field  is  probably  more  critical  today  than 
ever  before.  But,  whether  we’re  talking  about 
numbers  of  personnel  in  the  health  field,  or  the 
types  of  service  that  may  be  provided,  it  would 
do  a disservice  to  the  subject  if  we  were  not 
to  recognize  that  the  same  problem  has  been 
with  us  for  many  years.  It  was  just  this  problem 
that  prompted  the  formation  of  the  American 
Medical  Association  in  1847,  and  the  Association 
of  American  Medical  Colleges  in  1876.  Both  were 
influential  in  spurring  educational  opportunities 
in  medicine  but,  unfortunately,  neither  of  these 
great  organizations  had  the  strength  that  was 
necessary  to  invoke  quality  control  with  respect 
to  the  educational  product  that  was  being  pro- 
duced. 

It  was  the  absence  of  quality  control  that  occa- 
sioned the  study  we  now  know  as  the  Flexner 
Report  of  1910,  the  effect  of  which  was  to  re- 
establish medicine  as  a university-oriented  disc- 
ipline. And  although  the  Flexner  Report  has  no 
equivalent  in  our  history  in  terms  of  its  impact 
on  quality  control  in  medical  education,  it  is  an 
unspoken  paradox  that  this  same  Report  also  had 
the  effect  of  steering  a course  for  medical  educa- 
tion that  made  today’s  manpower  problem  in- 
evitable. I will  return  to  this  aspect  of  the  sub- 
ject shortly  but,  for  now,  let  me  say  that  by 
shifting  the  orientation  of  medical  education 
away  from  the  arena  in  which  medicine  was 
practiced,  and  towards  the  university,  medical 
education  tended  to  become  isolated  in  an  ivory 
tower  rather  than  responsive  to  social  needs  — 
an  institution  rather  than  an  instrument. 

And  what  is  today’s  problem?  Last  year,  the 
late  John  E.  Fogarty,  the  distinguished  Represen- 
tative from  the  State  of  Rhode  Island,  said,  “The 
Federal  Government  has  made  a new  and  very 
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broad  commitment  to  the  health  and  welfare  of 
the  people  of  the  United  States.  These  new 
programs  underline  the  government’s  determina- 
tion to  assure  as  a right  of  citizenship  the  best 
possible  medical  care  for  all  Americans.”  Im- 
plied in  this  statement  of  Mr.  Fogarty’s  is  the 
recognition  that  good  health  is  the  least  that  we 
should  attempt  to  guarantee  in  order  to  make  it 
possible  for  all  men  to  achieve  the  maximum 
from  life  in  today’s  world.  Once  this  was  ac- 
knowledged, it  was  inevitable  that  our  society 
would  then  insist  that  suitable  resources  be  made 
available  to  assure  that  this  objective  was  met. 

This  didn’t  happen  overnight,  of  course.  Iso- 
lated indications  of  governmental  concern  about 
health  appeared  with  respect  to  Indian  Affairs, 
federal  prisons,  the  care  of  veterans,  and  in  the 
establishment  of  the  Public  Health  Service.  But 
the  prototype  of  today’s  governmental  concern 
for  the  health  services  occurred  in  1937,  first 
with  the  establishment  of  the  National  Cancer 
Institute  and  then  the  National  Institutes  of 
Health.  And  ever  since,  in  an  era  that  has  no 
parallel  in  America’s  history,  governmental  con- 
cern for  health  affairs  has  been  extended  to  cover 
virtually  the  entire  health  spectrum.  Medical 
research  is  being  supported  both  intramurally 
and  extramurally  through  the  National  Institutes 
of  Health;  research  laboratories  are  made  avail- 
able through  the  Health  Research  Facilities 
Amendments.  Increased  manpower  for  the  health 
professions  is  being  generated  by  the  Health 
Professions  Educational  Assistance  Act,  the 
Nurses  Training  Act  and  the  Allied  Health  Pro- 
fessions Act.  Regional  Medical  Programs  offer 
the  theoretical  capability  of  putting  every  health 
professional  in  America  on  a one-to-one  rela- 
tionship with  the  most  contemporary  and  useful 
medical  knowledge.  The  Comprehensive  Health 
Planning  Act  is  designed  to  encourage  local  plan- 
ning which  has  as  its  objective  conservation  of 
local  health  resources.  Hospital  beds  are  avail- 
able under  the  Hill-Burton  Amendments;  the 
Community  Mental  Health  Centers  Act  will  pro- 
vide both  facilities  and  staffing  for  mental  health 
services;  ambulatory  care  facilities  may  be  ar- 
ranged for  through  either  the  Office  of  Econom- 
ic Opportunity  or  the  Group  Practice  Facilities 
Act.  And  finally,  with  the  passage  of  Medicare 
and  the  Medicaid  Amendments,  we  have  taken 
a major  step  towards  assuring  that  no  one  will 


be  denied  health  services  because  he  is  poor. 

This,  then,  is  the  problem.  Society,  as  ex- 
pressed through  government,  has  spoken  to  us 
in  the  matter  of  health  affairs  in  a loud  and 
ringing  voice  and  now  it’s  up  to  us  to  do  our  best 
to  produce  the  necessary  manpower  to  fulfill 
these  expectations. 

From  my  viewpoint  as  a medical  educator, 
the  question  of  how  to  meet  our  medical  man- 
power needs  is  an  ambivalent  one.  By  ambi- 
valent I do  not  mean  confusing.  Rather,  I mean 
that  the  question  requires  more  than  one  type 
of  response.  Specifically,  one  may  try  to  meet 
the  medical  manpower  needs  by  adjusting  either 
numbers  or  types  of  personnel  in  the  health  field- 

For  the  purposes  of  this  presentation  let  me 
focus  first  on  the  question  of  types  of  medical 
manpower.  We  have  already  noted  that  one  of 
the  immediate  results  of  the  Flexner  Report  was 
the  closing  of  a large  number  of  proprietary  med- 
ical schools  and  the  reorientation  of  medical  edu- 
cation to  the  campus  of  the  university.  The  gen- 
eral effect  of  this  was  to  broaden  the  profession 
of  medicine  by  adding  academic  and  scientific 
dimensions  to  its  utilitarian  and  vocational  as- 
pects. But  it  is  doubtful  that  anyone  could  have 
foreseen  the  impact  that  this  Report  was  ulti- 
mately to  have  on  medicine  as  a discipline. 
Specifically,  as  our  basic  and  clinical  sciences 
assumed  their  academic  vestments,  they  entered 
a period  of  growth  that  resulted  in  a knowledge 
explosion  with  very  few  parallels.  The  basic  sci- 
ences, instead  of  remaining  handmaidens  to  clini- 
cal medicine,  expanded  rapidly  into  enormous 
academic  entities.  Each  of  them  now  educates, 
trains  and  absorbs  scientists  who,  in  turn,  now 
contribute  to  the  perpetuation  and  further  ex- 
pansion of  the  basic  discipline.  The  academic 
orientation  of  the  clinical  sciences  had  the  same 
effect,  and  resulted  in  the  production  of  new 
bodies  of  knowledge  that  were  so  large  as  to  be 
beyond  the  capabilities  and  capacities  of  a single 
person.  This,  of  course,  produced  the  clinical 
specialist. 

The  arrival  of  this  specialist  within  the  circle 
of  medical  manpower  materially  affected  the 
distribution  of  health  services.  First,  the  specialist 
soon  found  that  in  order  to  remain  active,  lie 
had  to  develop  his  practice  on  a broad  population 
base  so  that  a sufficient  number  of  cases  would 
be  generated  for  him  to  take  care  of.  Second,  he 
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found  that  his  work  required  a type  of  facility 
and  support  that  was  generally  to  be  found  only 
in  the  larger,  metropolitan  communities.  Third, 
as  he  increased  his  competence  in  his  specific 
area,  he  felt  less  secure  when  he  tried  to  respond 
to  the  breadth  of  demands  which  practice  in  a 
small  community  required  of  him.  The  result  of 
all  of  this  was  that  the  specialist  tended  to  settle 
in  the  larger  metropolitan  areas.  Further,  he  fre- 
quently combined  forces  with  other  specialists, 
as  a group.  With  this  came  the  charge  that  medi- 
cine was  becoming  impersonal,  organ-oriented 
and  without  “heart.” 

Recently,  several  professional  organizations 
have  recognized  that  this  charge  may  need  to  be 
countered  and  they  have  drafted  position  papers 
on  the  subject.  The  most  notable  of  the  reports 
have  been  those  of  the  National  Commission  on 
Community  Health  Services,  the  Ad  Hoc  Com- 
mittee on  Education  for  Family  Practice  and  the 
Millis  Commission  of  the  Council  on  Medical 
Education  of  the  AMA.  All  have  studiously 
avoided  decrying  the  prominence  of  the  medical 
specialist  for  the  obvious  reason  that  the  extra- 
ordinary advances  in  medical  knowledge  that 
are  being  made  daily  are  a reflection  of  his  capa- 
bilities. At  the  same  time,  all  of  these  Commis- 
sions, while  acknowledging  the  passing  of  the 
old-style  general  practitioner  without  notable  re- 
grets, have  issued  a clear  plea  for  efforts  to  be 
made  to  find  a way  to  produce  a primary  physi- 
cian who  will  be  somewhat  of  a specialist  him- 
self — a counselor  who  is  expert  in  all  health 
matters  as  they  pertain  to  the  individual,  his 
family  and  his  environment. 

Fortunately,  there  is  very  real  evidence  that 
the  medical  establishment  is  making  an  effort  to 
respond  to  these  recommendations.  Older  medi- 
cal schools  are  re-examining  their  traditional  cur- 
ricula and  objectives.  There  are  approximately  16 
new  medical  schools  under  development  in  the 
United  States,  and  those  who  have  been  charged 
with  the  responsibility  for  developing  these 
schools  have  expressed  genuine  interest  in  favor 
of  avoiding  the  reduplication  of  the  rigid-  lock- 
step  educational  experience  that  has  character- 
ized medical  education  in  the  past.  Instead,  they 
are  introducing  new  experimental  designs  and 
models  in  professional  education. 

Solutions  are  also  being  proposed  that  are  out- 
side of  the  traditional  medical  establishment.  In 


Colorado,  for  example,  registered  nurses  are  re- 
ceiving four  months  of  specialty  training  in  pedi- 
atrics which,  when  superimposed  on  their  stand- 
ard nurses  training,  is  equipping  them  to  take 
histories,  do  physical  examinations  on  children, 
administer  hearing,  sight  and  development  tests, 
etc.  In  North  Carolina  ex-military  corpsmen  are 
being  given  nine  months  of  classroom  work,  fol- 
lowed by  15  months  of  clinical  experience,  in 
order  to  prepare  them  to  serve  as  an  extension 
of  the  capability  of  the  individual  physicans  by 
taking  histories,  monitoring  patient  progress,  etc. 
With  the  recent  shift  in  educational  philosophy 
that  has  occurred  in  the  nursing  profession,  a 
new  dimension  will  soon  be  added  to  our  con- 
cept of  the  health  manpower  pool.  Further,  this 
is  by  no  means  limited  to  the  nursing  profession. 
The  addition  of  the  fifth  year  to  pharmacy  pro- 
grams, the  assumption  of  new  clinical  responsi- 
bilities by  the  pharmacist  in  advising  with  re- 
spect to  drugs,  establishing  poison  information 
centers,  following  and  monitoring  patient  experi- 
ences with  drugs,  etc.,  portend  changes  of  great 
significance  within  the  traditional  medical 
structure. 

Even  if  we  concede  that  medical  manpower 
needs  may  be  accommodated,  at  least  in  part, 
by  changes  in  assignments  and  responsibilities 
within  the  health  team,  we  cannot  ignore  a con- 
cern about  numbers.  With  respect  to  physicians, 
we  are  currently  graduating  slightly  more  than 
7,500  students  each  year  from  our  88  medical 
schools.  If  we  had  no  other  objective  than  to 
remain  even  with  the  growth  in  population  that 
is  now  under  way  in  our  country,  we  would  need 
approximately  11,000  graduates  each  year  by 
1975. 

Basically,  there  are  only  two  ways  in  which  this 
problem  can  be  met:  we  can  enlarge  the  size  of 
the  entering  classes  in  existing  medical  schools, 
or  we  can  develop  new  medical  schools.  In  1961, 
in  recognition  of  this  problem,  the  Association 
of  American  Medical  Colleges  adopted  a series  of 
proposals  calling  for  support  of  medical  educa- 
tion by  the  federal  government  in  three  ways: 
(1)  funds  for  expansion  of  existing  schools;  (2) 
funds  for  construction  of  new  schools,  and  (3) 
financial  aid  to  medical  students.  Congress  re- 
sponded in  1963  by  passing  the  Health  Profes- 
sions Educational  Assistance  Act  which,  while 
supportive  of  medical  education  in  general,  car- 
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lied  the  additional  incentive  of  a more  favorable 
matching  ratio  for  construction  funds  wherever 
there  was  an  increased  enrollment. 

Inasmuch  as  my  role  has  been  to  develop  a 
medical  school  for  the  University  of  Arizona, 
and  incidentally,  the  first  in  our  state,  I will  con- 
fine the  remaining  comments  to  some  of  the 
problems  of  the  new  medical  school  as  a possible 
solution  to  the  manpower  shortage. 

The  first,  and  most  obvious,  is  that  starting  a 
new  medical  school  represents  a rather  ponder- 
ous type  of  solution  in  terms  of  time.  It  can  be 
likened  to  planting  seeds  of  an  apple  tree  in  re- 
sponse to  a demand  for  applesauce.  By  way  of 
illustration,  it  has  been  noted  that  from  the  time 
at  which  the  agreement  is  reached  that  a medical 
school  should  be  started,  between  15  and  20 
years  will  pass  before  the  first  graduate  from  the 
school  is  ready  to  serve  society.  In  Arizona,  our 
Board  of  Regents  agreed  to  start  a medical  school 
in  1961.  It  will  be  approximately  1975  before  our 
first  graduate  opens  her  office.  It  will  be  two 
years  later  for  our  first  male  graduate. 

But  the  passage  of  time  is  not  a substantial  de- 
terrent to  looking  toward  new  schools  for  new 
manpower.  More  important  are  two  other  con- 
siderations about  which  some  sense  of  alarm  may 
be  in  order. 

The  first  of  these  is  the  relationship  that  is 
developing  between  our  educational  institutions 
and  the  federal  government.  I think  I would  not 
be  accused  of  overstatement  if  I were  to  say 
that  some  of  these  relationships  now  involve  a 
level  of  complexity  that  has  challenged  the  re- 
sources of  our  greatest  universities.  And  while  I 
might  have  singled  out  for  our  attention  this 
morning  such  problems  as  the  computation  of  in- 
direct costs,  the  procedures  involved  in  time  and 
effort  reporting,  or  the  spectrum  of  auditing  pro- 
cedures that  are  necessary  in  order  to  meet  the 
needs  of  the  several  federal  agencies  involved,  I 
would  choose  to  offer  as  a prototype  of  these 
problems  just  one  aspect  of  the  construction  of  a 
new  medical  school  building.  My  defense  for 
selecting  this  example  is  that  we  have  done  it. 

Consider  for  a moment  the  construction  of  a 
basic  medical  sciences  building  for  a new  medi- 
cal school.  On  the  third  floor  of  this  building 
there  is  a 1,400  square  foot  room.  The  room  pro- 
vides office  space  for  a department  chairman  and 
sufficient  laboratory  space  for  four  students.  Two 


of  these  will  be  medical  students  engaged  in  a 
research  project  and  two  will  be  graduate  stu- 
dents working  toward  their  Ph.D.  degree.  If  one 
elects  to  seek  federal  matching  funds  in  order  to 
construct  the  building  in  which  this  room  is  lo- 
cated, his  first  obligation  is  to  determine  the 
functions  that  will  take  place  in  that  room  and 
then  assign  the  proportion  of  the  room  that  re- 
lates to  each  function  to  the  federal  agency  that 
is  to  be  involved.  Having  done  this,  one  then 
finds  out  that  the  construction  of  space  that  is 
destined  to  house  the  activities  of  a graduate  stu- 
dent in  a basic  medical  science  is  not  eligible 
for  federal  participation.  Therefore,  one  proceeds 
to  locate  another  federal  agency  whose  mission  is 
broader.  With  great  regret  one  learns  that  the 
matching  ratio  for  this  new  agency  is  different 
than  that  used  by  the  agency  that  is  already  in- 
volved in  the  project.  Thus,  70%  of  the  room 
may  be  matched  at  $2.00  of  federal  funds  for  one 
of  local  origin  while  30%  of  the  room  can  be 
matched  at  a one-to-one  ratio.  Unfortunately, 
only  one  of  the  two  agencies  now  involved  ex- 
tends this  same  principle  to  cover  the  movable 
equipment  that  is  to  go  in  the  room,  the  other 
agency  having  earlier  derived  a formula  for  han- 
dling this  problem. 

When  all  of  these  factors  have  been  totaled, 
for  every  room  in  the  building,  the  data  are 
translated  into  a joint  application  which  is  then 
sent  off  to  Washington.  Shortly  afterwards,  you 
learn  that  it  will  be  necessary  to  calculate  the 
relative  parts  of  the  total  heating  capacity  of 
the  physical  plant  that  is  to  subserve  each  of  the 
functions  in  the  building,  and  then  assign  that 
portion  of  the  cost  of  the  physical  plant  to  the 
respective  federal  agency.  Then,  since  the  steam 
gets  to  the  building  through  a tunnel,  one  mu^t 
next  determine  the  portion  of  the  tunnel  that  is 
involved  in  each  function  because  one  agency 
will  participate  with  you  in  the  cost  of  construct- 
ing the  tunnel  while  the  other  does  not. 

Assuming  that  all  has  gone  well  up  to  this 
point,  the  only  other  requirement  is  that  you  sur- 
vive the  site  visitors,  Review  Committee  and 
Council  review  of  each  of  the  agencies.  During 
this  interim,  one  waits  patiently  for  word  that 
his  application  has  been  approved  by  both  agen- 
cies for  the  obvious  reason  that  if  the  application 
is  approved  by  only  one,  it  might  be  rather  diffi- 
cult to  sign  a contract  for  the  construction  of 
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only  a part  of  each  room. 

I have  only  one  objective  in  citing  an  example 
of  this  kind  and,  in  spite  of  what  it  may  have 
seemed,  it  was  not  to  bite  the  hand  that  is  mak- 
ing my  daily  work  possible.  On  the  contrary,  I 
can  say  in  all  good  faith  that  those  persons  in 
government  with  whom  we  have  had  to  work, 
have  been  superb  in  their  effort  to  accommodate 
to  our  needs  as  applicants,  even  while  they  try  to 
maintain  their  own  integrity  with  regard  to  the 
intent  of  the  Federal  Congress.  But  I do  cite  this 
experience  as  an  example  of  the  type  of  growing 
pains  with  which  we  have  to  cope  in  order  to 
solve  the  problem  of  meeting  the  medical  man- 
power needs  in  as  short  a time  as  possible.  And 
time  is  the  villain  in  this  piece.  We  have  all  had 
to  respond  so  rapidly  that  it  has  been  almost  im- 
possible for  a suitable  accommodation  to  be 
made  between  congressional  intent  and  institu- 
tional compliance. 

But  there  is  a second  problem  that  must  be 
considered  by  those  who  would  look  to  new 
schools  as  the  primary  answer  to  the  manpower 
shortage.  Earlier,  I noted  that  the  Flexner  Re- 
port had  set  a course  for  medical  education  that 
resulted  in  its  removal  from  the  sector  in  which 
medicine  was  practiced  and  onto  the  campus  of 
the  university.  Without  discounting  in  any  way 
the  extraordinary  benefits  that  have  resulted 
from  this  shift,  it  is  nevertheless  pertinent  to  to- 
day’s topic  that  we  discuss  briefly  the  character- 
istics of  a new  problem  that  was  created  by 
that  shift. 

Academic  life  is  very  comfortable.  The  working 
hours  are  generally  predictable  and  they  are 
often  under  personal  control,  although  they  are 
much  longer  than  is  generally  supposed  by  those 
who  are  not  in  academic  life.  In  the  academic 
environment  publicity  and  prestige  may  accom- 
pany clinical  and  laboratory  successes.  The  fac- 
ulty member  may  travel  to  meetings,  participate 
in  extremely  interesting  assignments  and  serve 
as  an  advisor  to  government  and  industry,  all  at 
the  same  time  that  he  continues  to  pursue  his 
personal  academic  interests  in  the  laboratory  or 
at  the  bedside. 

The  academic  output  of  these  faculty  mem- 
bers has  been  very  substantial.  Respectful  of 
their  achievements,  Congress  has  made  available 
enormous  resources  to  ensure  that  their  good 
work  continues.  In  many  instances,  however,  the 


increase  in  these  resources  has  been  so  great  as 
to  distort  institutional  missions.  There  is  little 
doubt  that  this  has  had  the  effect  of  dislocating 
many  institutions  and  their  faculties  even  farther 
from  the  center  of  he  stream  of  social  needs.  Re- 
cenly,  this  paradox  was  singled  out  for  attention 
by  the  Surgeon  General  when  he  noted  that  the 
so-called  medical  “center”  is  now  really  at  the 
periphery  of  the  needs  of  society.  He  implied 
that  the  medical  center  had  become  an  instru- 
ment wherein  a disproportionate  number  of  re- 
sources are  made  available  to  support  a concen- 
tration of  efforts  which,  in  the  long  run,  are 
benefitting  a smaller  and  smaller  proportion  of 
our  increasing  population. 

Regrettably,  I will  now  say  that  my  colleagues 
and  I are  doing  very  little  to  help  correct  this 
situation.  While  we  are  trying  to  respond  to  the 
shortage  of  medical  manpower  by  enlarging  our 
existing  medical  schools,  and  by  starting  new 
ones,  we  are  also  making  the  situation  worse  by 
continuing  to  recruit  new  faculty  members  into  a 
system  that  is  virtually  guaranteed  to  perpetuate 
the  continued  isolation  of  our  establishments 
from  the  society  they  serve.  Since  the  competition 
for  these  faculty  members  is  stiff,  we  find  that 
the  only  way  we  can  enter  this  competitive  arena 
is  by  trying  to  place  more  resources  at  the  dis- 
posal of  our  potential  faculty  members  than  our 
competitor  can.  This  is  very  clearly  demonstrated 
in  the  designs  and  plans  for  our  new  medical 
schools.  Within  the  past  three  years  the  cost  of 
the  basic  physical  plant  that  is  necessary  to  start 
a new  four-year  medical  school  has  grown  from 
28  to  88  million  dollars,  an  increase  of  60  million 
dollars.  Even  if  we  assume  that  construction  costs 
have  risen  25%  in  three  years,  this  only  accounts 
for  seven  million  dollars  of  the  increase.  The 
rest  we  can  call  design  affluence  — an  expression 
of  the  desire  that  my  colleagues  and  I have  to 
achieve  instant  greatness  so  that  we  might  catch 
up  overnight,  with  other  medical  centers  in  our 
country  that  have  had  years  of  opportunity  to 
arrive  at  their  current  stages  of  development. 

Every  day  now  I find  myself  in  the  dilemma 
of  working  toward  the  achievement  of  instant 
success  while  honestly  wondering  whether  or  not 
this  objective  can  long  remain  a proper  one. 
Worse  — in  spite  of  the  fascinating  experiments 
in  medical  education  that  will  inevitably  take 
place  within  our  new  medical  schools,  these  ex- 
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periments  are,  by  and  large,  only  variations  on 
an  established  theme.  It  is  almost  as  if  we  had 
been  caught  in  our  own  ponderous  machinery 
and  thereby  rendered  incapable  of  applying  our 
imaginations  to  the  problem. 

Let  me  state  the  dilemma  differently.  It  is  diffi- 
cult for  me  to  believe  that  society  will  continue, 
for  very  long,  to  provide  a million  dollars  for  the 
bricks  and  mortar  that  are  necessary  to  admit 
two  students  to  a new  medical  school  when  the 
same  number  of  dollars  might  build  an  entire 
junior  college.  It  is  difficult  to  believe  that  we 
will  be  allowed  to  continue  looking  forward  to  a 
level  of  operational  support  for  a medical  center 
that  equals  or  may  even  exceed  the  operating 
budget  of  its  parent  university. 

New  medical  schools  then,  are  a part  of  the 


necessary  response  to  the  shortage  in  health  man- 
power — but  I hope  you  will  agree  that  they  are 
not  the  only  answer.  Further,  there  are  serious 
problems  that  must  be  overcome  if  we  are  to 
propose  a further  increase  in  the  number  of  new 
medical  schools  that  should  be  started  at  this 
time.  On  the  other  hand,  I hope  that  the  existence 
of  these  problems  will  not  serve  to  deter  us  from 
pursuing  this  objective.  Rather,  I hope  that  we 
will  recognize  the  problems  for  what  they  are— 
an  expression  of  stress  that  is  clearly  due  to  the 
rate  at  which  we  have  found  it  necessary  to 
respond. 

And  if  we  cannot  make  our  past  and  existing 
systems  respond  without  these  stresses,  then  let’s 
not  be  reluctant  to  use  our  imaginations  in  the 
pursuit  of  a new  and  better  system. 
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As  we  approach  the  77th  Annual  Meeting  of 
The  Arizona  Medical  Association  the  officers, 
Board  of  Directors,  and  the  many  who  have 
given  diligently  of  their  time  as  Committee 
Chairmen  and  members,  as  well  as  the  Central 
Office  staff,  are  finalizing  these  efforts  for  the 
year,  summarizing  the  achievements,  or  lack  of 
them,  for  presentation  to  the  membership.  A 
year  of  decision,  perhaps,  for  some  basic  prin- 
ciples have  found  the  unanimity  of  expression 
desired.  Whereas  fragmentation  a year  ago  ap- 
peared as  a dominant  continuously  escalating 
possibility,  there  exists  now  a greater  agreement, 
thanks  to  improved  communication  with  the 
membership  and  an  acceptance  of  certain  socio- 
economic changes  in  our  life  as  a fact  of  life. 

The  horizon  is  still  cloudy  for  the  future.  One 
point  organized  medicine  must  insist  upon  is 
that  until  the  recently  adopted  medical  programs, 
federal  and  state,  have  proven  effective  and 
workable,  no  new  experiments  in  the  health  de- 
livery field  can  be  tolerated.  A favored  expression 
heard  so  frequently  among  those  in  the  Execu- 
tive and  Legislative  branches  of  our  government 
and  in  certain  councils  of  our  society  is  “creative 
federalism,”  which  appears  to  mean  that  if  the 
program  does  not  work,  add  another  one. 

The  Scientific  Assembly  Committee  with  the 
Board  of  Directors  has  this  year  prepared  for  the 
membership  a truly  outstanding  program,  which 
in  this  phase  of  Association  activity  in  this  period 
of  time  also  appears  to  be  a year  of  decision.  For 
certainly  if  only  twenty  per  cent  or  less  of  the 
membership  is  interested  enough  to  attend  these 
yearly  affairs,  it  could  develop  that  this  tremen- 
dous effort  and  considerable  expense  each  year 
is  not  justified.  Fliers  and  pre-registration  notices 
have  been  sent  to  all  members  several  times  since 
the  beginning  of  this  year.  Never  has  there  been 
such  a choice  in  scientific  sessions  or  in  the  other 
events.  Never  has  there  been  the  choice  as  this 
year  in  the  types  of  registration  and  costs  for 
the  various  events.  It  is  an  attempt  on  the  part 
of  your  Association  to  satisfy  everybody  in  addi- 
tion to  those  who  in  previous  years  remained 
away  expressing  dissatisfaction  in  the  format, 
cost  and  management  of  the  annual  meeting. 

As  a tribute  to  the  many  who  have  planned, 
contributed  and  executed  their  assignments  so 
unselfishly,  won’t  you  attend? 

Arnold  H.  Dysterheft,  M.D. 

President 
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SOCIAL  PERSPECTIVES  IN  MEDICINE 


Before  1910,  and  the  publication  of  the  Flexner 
report,  medicine  was  learned  by  preceptorship. 
This  system  tolerated  incredible  variations  in  the 
quality  of  instruction  (and  permitted  any  group 
of  physicians  to  band  together  and  call  them- 
selves a medical  school).  On  the  other  hand,  it 
did  tend  to  preserve  the  “personal”  element  in 
medicine.  Recently,  with  the  contemporary  move- 
ment in  medical  education,  pure  science  has 
pretty  much  filled  the  vacuum  occasioned  by  the 
loss  of  that  personal  element. 

It  is  customary  for  medical  educators  to  hold 
the  position  that  the  personal  and  social  back- 
ground of  medicine  should  be  encompassed  in 
college.  As  if  to  prove  the  point,  there  are  med- 
ical schools  that  require  a Bachelor  of  Arts  de- 
gree for  admission,  rather  than  a Bachelor  of 
Science  degree.  Unfortunately,  in  spite  of  the 
undergraduate  programs  that  are  available  in 
such  fields  as  psychology,  sociology  and  anthro- 
pology, these  fields  have  expanded  to  the  point 
that  the  portion  of  each  that  might  be  considered 
as  germane  to  medicine  has,  relatively  speaking, 
decreased. 

Medical  faculties  concede  that  much  of  the 
human  and  social  element  is  missing  from  their 
efforts.  To  correct  this  situation,  the  most  fre- 
quent step  taken  has  been  to  establish  a Depart- 
ment of  “Behavioral  Science,”  complete  with  its 
own  academic  staff,  on  the  assumption  that  by 
giving  the  Behavioral  Sciences  representation  in 
the  medical  school  that  is  equivalent  to  that 
given  to  other  departments,  all  will  be  well. 
Unfortunately,  it  doesn’t  work.  For  the  most  part, 
this  is  because  the  department  takes  on  the 
shape  and  character  of  its  leadership  which,  in 
most  instances,  represents  a variant  of  psychiatry 
— such  as  clinical  psychology. 

In  Arizona,  we  are  about  to  take  a different 
tack.  Specifically,  we  thing  that  undergraduate 
preparation  in  the  humanities  provides  a fine 
base  on  which  we  can  build  further.  But  we 
won’t  add  humanities  by  adding  another  “course” 
to  the  curriculum.  Instead,  we  think  that  the 
non-biologic,  non-organic,  attitudinal  aspects  of 


medicine  can  be  accommodated  by  stretching 
the  base  each  student  has  brought  with  him. 

Our  plan  is  to  take  a day  or  two  out  of  the 
curriculum  — adjourn  all  classes  — and  substitute 
presentations  on  selected  topics  by  some  of 
America’s  philosophical  leaders.  Then,  in  small 
groups,  discuss  the  issues  in  some  detail.  We  can 
visualize  covering  such  topics  as  the  morals  and 
ethics  of  organ  transplantation,  infanticide,  abor- 
tion, the  nature  of  consent,  ethnic  cultures  as 'a 
block  to  medical  care,  religion  and  medicine,  etc. 

By  going  this  route,  we  don’t  need  a Depart- 
ment in  the  usual  sense.  Rather,  we  need  a 
broadly  oriented  organizer  to  serve  as  a Director 
for  this  “Division  of  Social  Perspectives  in  Med- 
icine.” And  we’ve  been  very  fortunate  to  find 
just  the  right  person.  Richard  R.  Willey  was  born 
in  Cincinnati,  Ohio  in  1924.  He  earned  his 
Bachelor’s  Degree  and  Doctorate  in  Philosophy 
(Psychology)  at  the  University  of  Chicago  after 
compiling  a wartime  record  as  a B-29  pilot.  After 
his  formal  education  was  completed,  he  accepted 
a faculty  position  at  the  University  of  Chicago, 
in  Psychology  and  Psychiatry.  Later,  he  became 
the  Executive  Assistant  to  the  Executive  Secre- 
tary of  the  American  Psychological  Association. 

In  1954,  Dr.  Willey  was  persuaded  to  accept 
the  position  as  Executive  Secretary  of  the  Mental 
Health  Study  Section  of  the  National  Institutes 
of  Health.  After  four  years,  he  took  on  the  re- 
sponsibilities of  Chief  of  the  Research  Grants 
Branch  of  the  Division  of  General  Medical  Sci- 
ences. In  1962  he  accepted  the  Chairmanship 
of  the  Advisory  Committee  on  Scientific  Publi- 
cations, U.  S.  Public  Health  Service. 

Dr.  Willey’s  background  is  both  broad  and 
varied.  His  unique  interests,  talents  and  admin- 
istrative capabilities  are  ideally  matched  to  the 
requirements  we  are  asking  of  him.  We  are  also 
confident  that  the  impact  of  his  program  will  be 
a source  of  much  discussion  and  emulation  else- 
where in  the  country. 
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LATENCY  PERIOD 

William  B.  McGrath,  M.D. 


There  is  a phase  of  personality  development, 
called  the  latency  period,  during  which  the 
healthy  child  is  not  interested  in  sex.  In  this 
interval,  from  about  age  five  until  adolescence, 
a boy  learns  how  to  get  along  with  other  boys. 
And  he  can  dream  of  becoming  a man  among 
men,  a hero. 

This  latency  period  is  not  just  a cultural  or 
moral  convention.  It  serves  a very  important 
biological  purpose.  It  affords  the  child  an  oppor- 
tunity to  develop  his  own  resources,  his  begin- 
ning physical  and  mental  strength.  Later,  when 
he  is  ready,  he  can  take  on  other  responsibilities 
and  discharge  them. 

Sophomoric  and  supercilious  persons,  who  are 
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without  learning  in  philosophy  or  in  science,  fail 
to  realize  the  significance  of  the  latency  period. 
When  we  plead  that  it  should  remain  inviolate, 
they  scoff  and  accuse  us  of  narrow-minded  pur- 
dishness. 

On  public  display  in  downtown  Phoenix  there 
are  four  life-sized  statues,  purporting  to  portray 
The  Family.  The  statues  are  not  abstract  or 
impressionistic.  They  are  realistic,  representa- 
tional. They  are  practically  nude.  Now  there  is 
nothing  inherently  vile  or  indecent  about  the 
human  body.  But  this  statuary  group  does  not 
represent  the  family.  In  a civilized  family  a man 
(or  woman  or  child)  does  not  go  about  naked. 
Even  the  savage  wears  a breech-cloth. 

At  issue  is  something  much  older  than  modes- 
ty. It  is  instinctive  in  the  child  during  puberty 
not  to  want  to  be  exposed  to  the  sight  of  adult 
genitalia.  It  is  instinctive  in  the  child  not  to  want 
to  be  alerted  to  the  so-called  facts  of  life.  Details 
of  mating  and  reproduction  are  not  the  facts  of 
life  for  a child  and  should  not  be.  One  does  not 
turn  the  sixth  graders  loose  in  a machine  shop 
or  in  a college  chemistry  laboratory. 

Premature  interest  in  sex  is  unnatural  and  will 
arrest  or  distort  the  development  of  the  person- 
ality. Sex  education  should  not  be  foisted  on 
children;  should  not  begin  in  the  grade  schools. 
Anyone  who  would  deliberately  arouse  the 
child's  curiosity  or  stimulate  his  unready  mind 
to  troubled  sexual  preoccupations  ought  to  have 
a mill-stone  tied  around  his  neck  and  be  cast 
into  the  sea. 

A thirteen-year-old  boy  has  been  seeing  us 
since  the  death  of  his  father.  It  was  reassuring 
to  witness  his  enthusiasm  for  baseball,  played 
during  lunch  hour  on  the  school  grounds.  Now 
he  reports  that  the  games  have  been  replaced  by 
dancing  lessons! 

The  women  and  the  undifferentiated  men  pro- 
test that  they  are  teaching  him  the  social  graces. 
Oh,  for  goodness  sake!  The  social  graces  in  a boy 
or  man  are  first  to  be  able  to  sit  a horse  or  bring 
down  a mallard  or  play  a fair  game  of  pool  or 
poker.  One  of  the  healthiest  social  graces  in  a 
man  is  sometimes  to  be  able  to  get  his  mind  off 
women  and  to  leave  them  alone. 

A letter  asks:  Isn’t  sex  the  source  of  most 
psychological  problems?  No;  not  in  a man  or 
woman  who  has  been  allowed  to  develop  charac- 
ter before  his  introduction  to  sex.  Sexual  prob- 
lems are  almost  always  secondary,  or  sympto- 


matic of  a deeper  immaturity.  Terms  like  impo- 
tence or  frigidity  apply  not  to  the  man  or  woman 
but  to  their  relationship.  In  the  relationship 
itself  the  most  important  question  is  whether  one 
can  give  priority  to  another  person’s  needs. 

These  needs,  by  the  way,  are  not  just  senti- 
mental. They  also  include  the  crassly  material. 
Material  benefits  or  advantages  are  a scaffolding 
of  the  sentiments.  This,  too,  is  biological:  even 
a bird  or  animal  will  not  mate  without  taking 
responsibility  for  food-gathering  and  nesting. 
Any  sexual  congress  lacking  this  element  is  a 
coin-operated,  mechanical,  plastic,  children’s 
rocking  horse.  One  might  be  obliged  to  take  care 
of  another  person  without  love;  but  one  cannot 
love  without  willingness  and  ability  to  provide. 

Even  the  perversions  are  defined  less  by  the 
quality  of  the  act  than  by  a brutally  selfish  dis- 
interest in  the  identity  of  the  victim. 

While  we  are  on  this  subject  — men  enjoy  sex; 
but  many  men  do  not  exactly  enjoy  the  anticipa- 
tion of  sex.  They  think  of  it  with  a vague,  atavis- 
tic feeling  of  uneasiness.  This  is  not  what  the 
analyst  might  interpret,  a doubt  of  potency  or  a 
fear  of  being  a disappointment.  Surely  the  ma- 
ture individual  views  with  distant  disdain  the 
priapisms  of  the  paper-backs  and  the  nympho- 
manias of  modern  novels.  Except  for  baboons  in 
the  boredom  of  confinement,  nature  does  de- 
mand inactive  interludes  in  breeding.  Daily  sex 
would  begin  to  seem  like  drinking  prune  juice 
for  regularity  of  elimination. 

The  normal  man  is  sometimes  satisfied  with 
sex  and  eager  to  direct  his  energies  to  more 
constructive  activities.  The  normal  man  some- 
times likes  to  be  with  friends  and  gets  a lot  of 
satisfaction  out  of  affairs  that  are  elegantly  and 
exclusively  male. 

If  an  individual  is  often  unfaithful  in  his  mar- 
riage or  too  predatory  toward  other  men’s  wives, 
one  might  think  that  he  has  a sexual  problem,  a 
weakness  for  women.  No;  we  usually  find  that 
the  psychopathology,  the  real  weakness,  is  hid- 
den in  his  covertly  hostile  attitudes  toward  other 
men.  The  man  who  makes  a pass  at  his  “best 
friend’s”  wife  has  utterly  failed  to  learn  the 
meaning  and  function  of  friendship. 

To  be  first  and  above  all  a man  among  men 
is  what  one  begins  to  learn  in  the  latency  period. 
This  is  sacred  territory.  A plague  on  those  who 
trespass! 
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MEDICAL  HIS1 


Early  Editors  and  Publications  of  the 
Territory  and  State  Medical  Society 
John  W.  Kennedy,  M.D. 


The  Arizona  Medical  Association  was  organ- 
ized in  Phoenix,  Arizona,  in  1892  pursuant  to  a 
call  by  the  President  and  Secretary  of  the  Mari- 
copa County  Medical  Association. 

This  letter  to  each  Arizona  physician  read: 
“Dear  Doctor: 

At  a meeting  of  the  Maricopa  County  Medical 
Association  held  in  Phoenix  on  the  first  Tuesday 
in  this  month,  the  following  preamble  and  reso- 
lution were  unanimously  adopted: 

WHEREAS,  it  is  evident  that  there  are  many  earnest 
and  zealous  physicians  in  Arizona  who  are  willing  to 
contribute  of  their  time  and  talent  toward  the  general 
interest  of  the  medical  profession,  and 

WHEREAS,  the  greatest  good  to  the  profession  can 
be  accomplished  through  organization,  therefore  be  it: 

RESOLVED,  first:  that  we  call  a meeting  of  the 
physicians  of  the  Territory  for  the  purpose  of  organizing 
a Territorial  Medical  Society,  and  that  a meeting  be 
held  in  Phoenix,  on  May  25th,  in  order  that  we  may  elect 
delegates  to  the  American  Medical  Association  which 
meets  in  Detroit,  Michigan  June  7,  1892. 

RESOLVED,  second:  that  a committee  of  three  be 
appointed  to  invite  all  “regular”  physicians  residing  in 
the  Territory  to  attend  said  meeting. 

In  compliance  with  said  resolution,  you  are 
most  cordially  invited  to  be  present  and  partici- 
pate in  the  organization  of  the  Territorial  Med- 
ical Association.  We  deem  it  unnecessary  to 
enumerate  the  many  reasons  why  we  should  or- 
ganize as  we  take  it  for  granted  that  they  are 
evident  to  all  thinking  physicians. 

Yours  fraternally, 

J.  Miller,  President 

L.  D.  Dameron,  Secretary” 

The  first  meeting  was  held  May  25th,  1892,  in 
the  old  Commercial  Hotel  in  Phoenix.  A consti- 
tution and  by-laws  were  adopted. 

The  meetings  were  serious  and  Essays  were 
prepared  with  great  care  and  an  annual  Essayist 
was  appointed. 

In  1894,  H.  E.  Stroud  of  Phoenix  read  a paper 
on  “Medical  Electricity”  and  D.  H.  Pearman  on 
“Aseptic  and  Antiseptic  Midwifery.”  The  annual 
Essay  was  by  Dr.  Barry  on  “Medical  Ethics.” 

In  1895,  Charles  H.  Jones  delivered  the  annual 
Essay  on  “The  Duty  of  the  Physician  to  the 
Patient.” 

The  titles  of  these  Essays  are  carefully  retained 


and  listed  in  the  Orville  Harry  Brown  collection 
and  this  is  continued  through  1913.  In  that  year, 
F.  H.  Redewill  read  a paper  on  “Etiology  and 
Pathology  of  Acute  Anterior  Poliomyelitis.”  A 
Dr.  Garrett  on  “Constipation”,  and  Charles  A. 
Meserve,  the  first  laboratoy  officer  of  the  state, 
read  one  on  “Why  the  State  Laboratory?”  and 
“What  are  its  Duties?”  Dean  Lewis,  an  invited 
guest  lecturer,  read  a paper  on  “Sarcomas  of  the 
Bone  and  Bone  Cyst  Diagnosis  and  Treatment.” 
Warner  Watkins  an  Essay  on  “Artificial  Pneumo- 
thorax and  Pulmonary  Tuberculosis.” 

In  1898  Ethics  comprised  a good  portion  of  the 
program  and  some  of  the  following  ethical  ques- 
tions were  propounded. 

“Is  consultation  permissible  with  practitioners 
who  hold  a diploma  from  Homeopathic  College 
only,  and  have  not  publicly  denounced  the 
dogma  of  Homeopathy?”  Now  we  are  going 
through  the  same  sort  of  problems  with  some 
other  “irregular  practitioners,”  now  called  osteo- 
pathy. The  names  change  but  the  problems  re- 
main the  same. 

In  the  meeting  held  at  Phoenix,  May  22nd  and 
23rd,  1901,  celebrating  the  tenth  anniversary, 
the  secretary  made  note  of  some  of  the  follow- 
ing: “Nine  years  ago  our  association  was  formed 
with  nine  members,  today  we  have  fifty-six 
members  and  I hold  twenty-eight  applications  for 
membership  awaiting  the  action  of  the  Council 
to  make  a total  of  eighty-four.  There  are,  in  Ari- 
zona, about  two  hundred  regular  physicians, 
very  many  of  whom  who  are  not  practicing  at 
all,  others  doing  some  practice  in  conjunction 
with  mining,  farming  and  stock  raising. 

“At  the  celebration  of  our  tenth  annual  gath- 
ering, it  is  not  expecting  too  much  to  say  that 
we  will  have  one  hundred  instead  of  nine  mem- 
bers as  ten  years  ago.  This  is  a grand  result 
when  we  consider  that  these  men  are  scattered 
over  more  than  two  hundred  square  miles  of  ter- 
ritory, and  it  would  be  impossible  to  convene  at 
a point  within  three  hundred  miles  of  every 
member. 

“Our  financial  condition  is  also  better  than 
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ever  before.  The  treasurer  holds  fifty-two  dollars 
and  fifty  cents  but  I have  collected  in  the  past 
three  days  thirty  dollars  making  a sum  total  of 
eighty-two  dollars  and  fifty  cents.  There  is  due 
from  members  over  three  hundred  dollars,  most 
of  which  can  be  collected  by  presenting  state- 
ments.’’ 

In  1901,  they  duly  “re-affirmed  their  allegiance 
to  the  American  Medical  Association,  as  they  re- 
organized, and  that  the  Secretary  of  the  Asso- 
ciation be  notified.”  (This  allegiance  has  not 
wavered,  now  we  are  captive  members  of  the 
AMA!) 

This  year  the  previous  prediction  came  true 
and  the  secretary’s  report  read  in  part,  “We  have 
seventy-eight  members,  and  I have  twenty-seven 
applications,  making  a total  of  one  hundred 
which  is  over  eighty-five  percent  of  the  avail- 
able physicians  in  the  State.” 

Papers  began  to  appear  about  Sanitation  and 
Public  Health  and  related  problems.  Dr.  R.  F. 
Palmer,  in  1905,  read  a paper  on  “The  Bacterial 
Disposal  of  Sewage;  its  adaptability  to  small 
communities.”  The  following  year  he  read  an- 
other “A  Sketch  of  the  Sanitary  Management  at 
Roosevelt.”  You  will  recall  that  Dr.  R.  F.  Palmer 
served  as  Surgeon  in  this  area  during  the  con- 
struction of  Roosevelt  Dam.  He  and  Dr.  Joseph 
Madison  Greer  were  founders  of  what  is  now 
called  Mesa  Southside  Hospital. 

By  1907  Pima  County,  nineteen  members; 
Santa  Cruz  County,  ten  members;  Yavapai 
County,  twenty-eight  members;  Cochise  County, 
thirty-four  members;  Maricopa  County,  twenty  - 
six  members  had  organized  their  respective 
County  Societies  and  affiliated  with  the  State 
Organization. 

Under  the  head  of  miscellaneous  business,  at 
the  meeting  in  1911,  W7atkins  of  Phoenix  intro- 
duced the  following  resolution  by  request: 
“WHEREAS,  the  present  custom  of  serving  alco- 
holic liquors  at  banquet  or  dinners  given  to  or 
by  Medical  Organizations  is  injurious  to  public 
morals  and  reflects  upon  the  consistency  of  the 
medical  profession  as  disciples  of  health,  be  it 
resolved  that  the  Arizona  Medical  Association 
disapproves  of  this  custom  and  requests  its 
County  Organizations  to  discontinue  this  par- 
ticular phase  of  hospitality  in  their  annual  enter- 
tainment of  this  Association.”  This  motion  was 
carried.  Alas!  Prohibition  was  already  rearing  its 
head. 


At  the  meeting  in  1912,  “it  was  moved  that  the 
President  appoint  a committee  of  three  to  pre- 
pare a short  history  of  medicine  in  Arizona  and 
present  it  at  the  next  annual  Association.” 

At  the  next  annual  meeting  in  Globe,  May 
20th  and  21st,  1912,  there  is  no  record  that  such 
a committee  was  appointed  or  reported  but 
something  else  very  exciting  did  occur.  “Dr.  Wat- 
kins was  elected  Editor  of  the  Journal,  to  serve 
during  the  year  1914  and  the  remainder  of  1913.’ 
This  is  the  first  mention  we  have  in  the  minutes 
of  the  Association  that  a publication  was  under 
way  or  contemplated. 


Figure  2 — W.  Warner  Watkins,  M.D.,  1874-1956.  First 


editor  of  the  State  Association's  publication,  Arizona 
Medical  Journal,  1913-1916. 

Warner  Watkins  did  indeed  begin  to  edit  “The 
Arizona  Medical  Journal”  and  in  Volume  I No.  3, 
January  13,  1913,  he  wrote  this  editorial:  “There 
will  be  one  or  more  issues  of  the  Journal.  Then 
there  will  be  no  more— unless  the  members  of  the 
association  want  it.  The  Council  decided  after 
the  last  meeting,  to  invest  the  money  they  had  on 
hand  in  the  publication  of  this  Journal  for  a year, 
this  has  been  done.  The  Journal  cannot  be  con- 
tinued on  this  basis  longer  than  one  more  issue.” 
Then  he  goes  on  to  say,  “If  the  members  wish 
the  Journal  and  are  willing  to  pay  the  additional 
amount  which  a subscription  will  call  for,  they 
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are  asked  to  indicate  their  desires  on  the  postal 
card  sent  them.  The  subscription  will  not  be 
less  than  one  dollar  and  no  more  than  two  dol- 
lars.” 

It  will  thus  be  seen  that  even  before  the  first 
volume,  1913,  had  been  completed  the  Journal 
was  in  trouble  but  there  was  persistence  and  so 
far  as  we  can  make  out  it  was  published  at  least 
through  four  volumes  to  1916. 

In  1914,  Dr.  Watkins,  editor  of  the  Journal, 
“said  that  it  was  a problem  to  publish  the  Journal 
on  time.  We  ought  to  consider  the  best  plan  to 
publish  all  of  the  scientific  numbers  in  one  vol- 
ume and  solicit  subscribers,  the  matter  of  the 
Journal  would  then  become  a County  Society 
matter.” 

However,  at  the  meeting  in  1915  the  editor 
“wishes  to  report  that  the  Journal  began  the  year 
(fiscal)  free  of  debt,  that  it  is  now  self  supporting, 
it  could  continue  without  the  special  appropria- 
tion from  the  Association,  but  this  additional  fi- 
nancial aid  would  enable  the  Journal  to  continue 
as  a larger  and  better  periodical.” 

At  this  time  there  began  to  be  some  consider- 
ation of  uniting  the  Arizona  State  Medical  Jour- 
nal to  the  New  Mexico  Medical  Journal  and  the 
Southwest  Medical  Journal.  A resolution  to  this 
effect  was  passed  unanimously  "it  is  the  recom- 
mendation of  the  Council  that  a conference  with 
a representative  of  the  New  Mexico  and  South- 
west Medical  and  Surgical  Association  be  held 
with  the  Arizona  Medical  Association  with  a 
view  to  combine  their  Journals  in  a common  pub- 
lication with  individual  departments.” 

In  the  meantime  Warner  Watkins  had  resigned 
as  editor  of  the  Journal  and  in  Volume  IV,  #2, 
March  1916,  Dr.  Allen  Williams  of  Phoenix  had 
become  editor  and  he  made  the  following  an- 
nouncement. "The  Arizona  Medical  Journal  was 
started  in  1912.  It  is  now  in  its  fourth  year.  It 
has  not  been  a great  Journal  widely  read,  but  it 
has  filled  a purpose.  It  has  helped  to  bring  our 
scattered  medical  population  somewhat  nearer 
together,  it  has  printed  and  thus  preserved  the 
papers,  often  valuable,  read  at  our  State  meet- 
ings, and  it  has  done  what  it  could  to  advance 
medical  science  amongst  us.  That  it  has  been 
able  to  do  this  work  at  all,  amid  great  discour- 
agement and  much  lack  of  interest,  has  been 
due  to  the  untiring  work  and  scientific  spirit  of 
its  editor,  Dr.  Warner  Watkins  of  Phoenix.  Dr. 
Watkins  has  now  resigned  the  editorship  to  the 


great  regret  of  all  who  know  how  he  has 
worked.  He  goes  on  to  say  that  "there  is  a plan, 
whereby  this  Journal  will  be  amalgamated  with 
the  New  Mexico  Journal  and  the  El  Paso  County 
Bulletin.  Thus,  it  is  believed,  that  we  can  have 
a Medical  Journal  of  the  Southwest  of  which  we 
may  all  be  proud.  This  probably  was  the  seed 
planted  for  what  was  subsequently  to  become 
the  Southwest  Medical  Journal.  It  had  its  ups 
and  downs  and  if  you  will  note  the  recent  issues, 
has  become  of  the  thin  type. 

At  the  meeting  in  1915,  “the  report  of  the 
Editor  of  the  Journal  was  presented  as  follows: 
“The  relation  of  the  Council  of  the  Arizona 
State  Medical  Association  through  its  Journal  to 
the  New  Mexico  Medical  Journal  and  the  South- 
west Medical  Journal  was  then  discussed.  After 
a thorough  discussion  of  the  various  phases  of 
the  proposition,  the  following  resolution  was  pre- 
sented, and  unanimously  adopted:  It  is  the 
recommendation  of  the  Council  that  a confer- 
ence with  the  representatives  of  New  Mexico 
and  the  Southwest  Medical  and  Surgical  Asso- 
ciation be  held  with  the  Arizona  Medical  Asso- 
ciation with  a view  to  combine  their  Journals  in 
a common  publication  with  individual  depart- 
ments.” 

At  the  meeting  later  on  a Dr.  Brown  for  the 
Southwestern  Medical  and  Surgical  Association 
stated  he  would  like  to  see  the  scope  of  their 
Journals  broadened.  And  therefore  it  was  moved 
by  Dr.  I.  E.  Huffman  "that  it  is  the  consensus  of 
the  House  of  Delegates  of  the  Arizona  Medical 
Association  favors  the  publication  of  a Journal  by 
the  three  parties  to  wit: 

The  Southwestern  Medical  and  Surgical  Asso- 
ciation 

The  New  Mexico  Medical  Association,  and  the 
Arizona  Medical  Association  with  individual  de- 
partments’ carried  unanimously. 

With  this,  the  1915  meeting,  the  notes  on  the 
deliberations  of  the  early  State  Medical  Asso- 
ciation cease  abruptly  in  this  wonderful  col- 
lection of  Dr.  Orville  Harry  Brown. 

Dr.  R.  Lee  Foster,  one  time  Editor  of  Arizona 
Medicine,  has  agreed  to  pick  up  the  narrative 
here  and  supply  us  with  information  about  the 
trials  and  tribulations  of  this  new  Southwest 
publication,  its  fate  during  World  War  II,  and 
then  the  rebirth  of  Arizona  Medicine,  as  we 
know  it  today,  under  the  able  Editorship  of  the 
late  Dr.  Frank  Malloy.  Lee,  we  are  waiting. 


MARCH,  1968 


IN  MEMORIAM 


William  Roy  Hewitt,  M.D. 

1901-1967 

Arizona  and  the  nation  suffered  a great  loss 
in  the  passing  of  Dr.  W.  Roy  Hewitt  on  Novem- 
ber 6,  1967.  He  was  a loving  husband  and  father 
and  certainly  a most  devoted  physician.  Medicine 
was  his  life  and  his  dedication  to  his  work,  his 
patients,  his  friends,  and  other  doctors  were  his 
life.  Some  of  the  words  of  Wm.  Menninger  apply 
to  Roy  Hewitt.  “I  am  a doctor,  my  life  work  is 
medicine,  there  are  many  sad  and  tedious  parts 
of  it  but  for  me  there  has  been  great  exhilaration 
and  satisfaction  in  seeing  sick  people  responding 
to  treatment  and  the  feeling  that  I have  had  a 
great  part  in  making  life  better  for  people  who 
are  in  trouble.” 

Medicine  is  always  in  a flux  and  certainly  we 
are  passing  through  a great  upheaval  and  chang- 
es in  the  practice  of  medicine.  Dr.  Hewitt  and 
some  of  the  other  older  doctors  possibly  are 
living  in  the  shadows  of  an  era  thought  of  as 
the  ministry  of  medicine.  We  are  now  entering 
that  phase  of  more  specialization,  more  tech- 
nological and  more  scientific  development  of  the 
practice  which  represents  a great  departure  from 
the  idea  of  physician  of  past  generations.  He 
certainly  was  beloved  by  all  his  patients  and  he 
certainly  gave  extensively  of  his  time  and  energy 
to  help  them  at  any  time,  to  help  ease  their 
burden,  to  make  life  easier  or  healthier  for  them. 

Dr.  Hewitt  came  from  pioneer  stock  and  was 
born  November  25,  1901,  in  Hillsboro,  a small 
North  Dakota  town.  He  attended  the  Jamestown 
College  in  North  Dakota  and  received  a B.A. 
degree  in  1924.  In  1928  he  received  a B.S.  de- 
gree from  the  University  of  North  Dakota.  Dur- 
ing this  period  he  taught  school  for  two  years 


and  was  also  the  basketball  coach.  His  team 
won  the  state  championship.  He  also  served  on 
the  baseball  team  at  the  University  of  North 
Dakota  and  had  the  highest  batting  average  ever 
attained  at  this  University.  His  pioneer  father 
came  from  Canada  into  the  Red  River  Valley 
and  settled  there  helping  to  open  the  country 
and  to  develop  it  into  what  is  now  the  Great 
State  of  North  Dakota.  His  father  was  of  Irish 
extraction  and  his  mother  Norwegian.  His  mother 
at  the  age  of  95  survived  him  but  did  not 
come  to  the  funeral  because  of  a broken  hip.  He 
left  three  brothers  and  three  sisters  for  a total 
of  seven  children  in  the  family. 

He  followed  his  chosen  profession  and  attend- 
ed Rush  Medical  College  in  Chicago  where  he 
received  his  M.D.  in  1930.  Next  he  served  on  the 
resident  medical  staff  of  what  was  then  the 
Presbyterian  Hospital  in  Chicago  which  is  now 
the  Presbyterian-St.  Luke’s  Hospital.  At  the  time 
of  his  training  at  the  Presbyterian  Hospital  he 
was  associated  with  Dr.  R.  C.  Brown,  a gastro- 
enterologist who  had  a great  influence  on  his 
career  in  medicine. 

His  next  move  in  1931  was  to  Tucson  and  the 
Tucson  Clinic  where  he  remained  until  his 
death.  His  loyalty  and  devotion  was  certainly 
apparent  in  his  life  at  the  Tucson  Clinic.  No  one 
had  a greater  friend  and  no  one  was  more  keenly 
interested  in  their  future  and  welfare  than  Roy. 
He  always  called  for  the  highest  standards  in 
whatever  he  was  associated  and  certainly  in 
the  Clinic  he  was  a great  exponent  for  obtaining 
the  highest  standards  of  medical  practice  and 
that  applied  to  himself  and  to  those  with  whom 
he  was  associated.  At  the  time  of  his  passing, 
he  was  President  of  The  Tucson  Clinic. 

He  was  vitally  interested  in  organized  med- 
icine and  gave  of  himself  and  his  energy  in  the 
development  of  the  Pima  County  Medical  Soci- 
ety—from  the  small  group  at  the  time  of  his  ar- 
rival to  the  large  society  that  we  have  at  the  pre- 
sent time.  He  was  President  of  the  Pima  Coun- 
ty Medical  Society  in  1942  before  going  into  the 
service  and  was  also  actively  interested  in  the 
American  College  of  Physicians  serving  the  Ari- 
zona Group  as  District  Governor  from  1957  to 
1963  and  was  actively  interested  in  the  national 
organization  serving  on  various  committees 
throughout  the  years. 
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He  served  St.  Mary’s  Hospital  and  the  Tucson 
Medical  Center  as  Chief  of  Staff  and  was  on  the 
staff  of  St.  Joseph's  Hospital.  His  energy  con- 
tributed greatly  to  the  development  of  these 
institutions  and  helped  them  to  achieve  the  posi- 
tions they  occupy  today. 

He  was  always  interested  in  gastroenterology 
and  after  coming  under  the  influence  of  Dr. 
Samuel  Watson  and  Dr.  Charles  Kibler  became 
very  much  interested  in  chest  diseases  and  this 
field  of  medicine  occupied  a large  part  of  his 
practice. 

St.  Luke’s  in  the  Desert,  an  institution  for  the 
treatment  of  tuberculosis  in  men,  was  another 
institution  to  which  he  gave  a great  deal  of  his 
attention  as  medical  director  from  1935  until 
his  death.  In  connection  with  his  interest  in  pul- 
monary diseases  he  was  at  the  time  of  his  death 
a member  of  the  staff  and  Medical  Director  of 
the  Oshrin  Hospital  which  is  a contract  hospital 
for  the  care  of  tuberculous  Indians.  Years  before 
he  was  associated  with  this  institution  then 
known  as  Barfields.  Karl  Barfield  established  a 
sanatorium  at  this  site  in  the  twenties. 

He  was  a Diplomat  of  the  American  Board  of 
Internal  Medicine  and  was  a member  of  a great 
many  medical  organizations.  The  American  Col- 


lege of  Chest  Physicians,  American  College  of 
Physicians,  American  Thoracic  Society,  American 
Therapeutic  Society,  American  Heart  Associa- 
tion, American  Society  of  Internists,  American 
Trudeau  Society,  and  American  Medical  Asso- 
ciation with  its  component  societies.  In  1942  he 
enlisted  in  the  Army  Air  Force  and  served  at 
Truax  Field,  Madison,  Wisconsin,  and  obtained 
the  rank  of  Lt.  Colonel.  Locally  in  the  com- 
munity he  served  many  worthy  causes  and 
helped  in  many  organizations  among  them  the 
Board  of  Directors  of  the  Tucson  YMCA. 

He  was  raised  on  a farm  — the  land,  agricul- 
ture and  horticulture  were  in  his  blood.  At  one 
time  I went  to  see  him  and  he  was  in  the  back 
yard  worrying  about  his  trees.  He  was  boring 
holes  in  the  trunks  in  which  he  placed  iron  for 
the  treatment  of  their  anemia.  He  loved  the  out- 
doors and  liked  activities  with  people  being 
interested  particularly  in  hunting  and  playing 
golf. 

Pie  is  survived  by  his  widow,  Irene,  residing  at 
130  Camino  Miramonte,  two  daughters,  6 grand- 
children, his  mother,  three  brothers  and  three 
sisters. 

We  have  certainly  lost  a great  physician,  a kind 
friend,  and  a helpful  man.  W.  B.  Steen,  M.D. 


Nelson  D.  Brayton,  M.D. 

1876-1967 

“The  strife  is  o’er,  the  battle  done;  Now  is  the 
victor’s  triumph  won;  Now  be  the  song  of  praise 
begun.’’  Thus  saith  the  seventeenth  century  Latin 
hymn  in  expressing  my  thoughts  at  the  passing 
of  Dr.  Nelson  D.  Brayton  of  Miami,  Arizona,  who 
was  soon  to  have  been  ninety-one  years  of  age. 
Certainly  this  man  was  that  fighter  who  un- 
feignedly  struggled  for  medical  truth,  legislative 
justice  and  an  end  to  suffering. 

In  his  quest  for  medical  truth,  he  contributed 
greatly  to  the  knowledge  of  schistosomiasis  in 
the  United  States  and  was  therefore  given  a cita- 
tion by  President  Theodore  Roosevelt  in  connec- 
tion with  this  work  in  the  Canal  Zone  from  1906 
to  1909. 

During  his  eight  terms  of  service  in  the  Ari- 
zona House  of  Representatives,  he  figured  prom- 
inently in  obtaining  the  state’s  smog  control  bill 
and  extended  silicosis  coverage  for  miners.  In  the 
years  preceding  his  retirement  from  the  House, 
he  presided  over  it  during  the  organizational  ses- 


sions until  the  officers  were  elected. 

Dr.  Brayton  was  an  active  member  of  Lions 
International,  serving  as  district  governor  in  1935 
for  Arizona  and  being  named  by  them,  last  year, 
as  Outstanding  Citizen  of  the  year. 

He  also  served  as  Secretary  to  the  Gila  County 
Medical  Society  from  1935  until  1949. 

Survivors  include  his  daughter,  Mrs.  Burton 
B.  LaDow  of  Phoenix,  two  grandchildren  and  a 
sister,  Irma  Brayton,  of  Florida. 

Nelson  Dewey  Brayton,  M.D.,  was  born  in 
Chicago,  December  27,  1876,  practiced  medicine 
actively  for  more  than  one-half  a century  and 
died  December  16,  1967,  at  his  home. 

Many  walks  of  life  will  miss  this  dedicated 
healer,  the  leaders  and  the  followers,  the  chiefs 
and  the  laborers,  the  blessed  and  the  miserable, 
for  he  ministered  to  them  all  equally  regardless 
of  creed  or  color.  But  most  of  all,  he  will  be 
missed  by  his  colleagues  with  whom  he  toiled  in 
the  common  fight  against  pain,  suffering  and 
disease. 

D.  B.  Gilbert,  M.D. 
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CORRESPONDENCE 


Roland  F.  Schoen,  M.D. 

The  Arizona  Medical  Assoc. 

4601  N.  Scottsdale  Road 
Suite  201 

Scottsdale,  Arizona 
Dear  Dr.  Schoen: 

You  will  remember  talking  about  my  small 
“feud”  with  the  Industrial  Commission  at  our  last 
Board  of  Directors  meeting. 

Due  to  the  fact  that  government  is  regulating 
medicine  more  and  more,  I decided  that  1 would 
do  my  own  little  bit  to  at  least  slow  the  trend 
down  a bit.  So,  when  the  Industrial  Commission 
told  me  that  they  would  not  pay  me  unless  I got 
a rubber  stamp,  M inch  high,  with  my  billing  code 
number,  I decided  if  they  wanted  to  get  tough, 
I would  abide  by  their  rules,  but  at  least  I would 
give  them  some  trouble  in  the  process.  I had  my 
billing  code  number  done  in  % inch  high  letters. 
But,  since  they  don’t  make  things  easy  for  me 
to  understand,  I felt  that  I would  let  them  work 
a bit  too.  Here  is  the  way  my  billing  code  num- 
ber appeared  on  the  form  from  there  on: 

XXI  Oil  MMMDCCXXXVIII 

After  this,  I got  several  letters  again  saying  that 
I had  to  have  a rubber  stamp  made  with  my 
billing  code  number.  So,  I finally  wrote  and  said 
that  it  is  a rubber  stamp  and  it  is  my  billing 
code  number,  but,  for  those  with  little  education, 
the  number  is:  21-02-3738. 

The  final  letter  then  came  from  a very  sharp 
member  of  the  Industrial  Commission  staff  which 
finally  made  me  believe  that  those  are  humans 
in  the  Commission  and  not  all  the  letters  are 
written  by  computers.  I got  the  following  stamp: 

21  02  3738 

Sincerely  yours, 

K.  A.  Dregseth,  M.D. 


The  Industrial  Commission  of  Arizona 
January  XVIII,  MCMLXVII 
Kenneth  A.  Dregseth,  M.D. 

444  Taylor  Drive  Northwest 
Sierra  Vista,  Arizona 

Re:  Code  Number  XXI  Oil  MMMDCCXXXVIII 
Dear  Dr.  Dregseth: 

( Thank  heavens  you’re  not  practicing  in  prison 


. . . if  you  and  your  code  both  had  a number, 
our  computer  would  collapse.) 

Mr.  Vance’s  file  and  your  statement,  with  the 
spectacular  identification  number,  came  to  my 
attention  today.  Had  you  been  listening  care- 
fully, you’d  have  heard  my  shout  of  laughter  — 
it’s  the  most  impressive  stamp  I’ve  ever  seen. 
I think  that,  with  a little  judicious  planning,  you 
could  figure  out  a way  to  use  it  in  making 
Christmas  decorations  . . . the  effect  would  be 
stunning,  but  dignified. 

Since  we  can  hardly  escape  the  old  adage 
about  doing-as-the-Romans-do,  we  can  only  as- 
sume we're  in  Rome,  and  thank  you  for  securing 
a code  stamp  . . . and  we  thank  you  even  more 
for  the  ordinal  translation  because  we  discovered 
we  weren’t  up  to  doing  it  ourselves  and  even 
our  computer  is  not  (perish  forbid)  any  smarter 
than  we  are. 

We  know  code  numbers  are  a nuisance,  but  I 
thought  I would  tell  you  that  they  are  an  ab- 
solute necessity  for  us  these  days,  not  only  for 
reasons  of  our  own  mechanized  disbursement 
procedures  but  because  we  are  now  required  to 
report  each  and  every  sum  we  pay  out  (to  doc- 
tors, registered  nurses,  practical  nurses,  etc.)  to 
the  Internal  Revenue  Service.  When  you  consider 
the  fact  that  we  disburse  some  $6,974,000.00  per 
year  in  accident  benefits,  and  that  the  Internal 
Revenue  Service  demands  that  the  reports  list 
each  and  every  person,  by  name,  to  whom  we 
paid  professional  fees,  with  the  amounts  paid, 
you  can  understand  that  such  a compilation  be- 
comes a staggering  chore.  Without  the  use  of 
code  numbers,  which  allows  us  to  use  com- 
puters, we  would  never  be  able  to  do  it  in  the 
time  period  allotted. 

Aside  from  that,  we  can  foresee  considerable 
difficulty  straightening  out  accounts  between 
professional  people  and  the  Internal  Revenue 
Service  if  we  fill  in  code  numbers  and  make 
mistakes;  consequently,  we  prefer  to  have  the 
doctors  imprint  their  own  numbers  so  that  they 
avoid  the  risk  of  an  error  on  our  part. 

In  the  meantime  — my  good  wishes  to  you, 
Dr.  Dregseth.  I’ll  never  see  a Roman  numeral 
without  thinking  of  your  crazy-looking  code 
number. 

Very  truly  yours, 

Joyce  Volts 
Attorney 


332 


ARIZONA  MEDICINE 


Dear  Dr.  Schoen: 

I thought  you  might  be  interested  in  the 
progress  our  Scientific  Assembly  Committee  is 
making  for  our  1968  Arizona  State  Medical 
Association  meeting  to  be  held  in  Scottsdale  at 
the  Safari  Hotel.  The  scientific  sessions  are  on 
Thursday,  April  25th,  and  Friday,  April  26th. 

In  addition  to  the  excellent  program  to  be 
presented  by  the  faculty  from  the  University  of 
Southern  California  School  of  Medicine,  we  have 
encouraged  participation  by  our  own  Arizona 
physicians.  The  response  has  been  most  gratify- 
ing. We  received  some  39  papers,  most  of  which 
were  excellent.  Unfortunately,  we  could  not 
utilize  all  of  them  due  to  the  limitations  imposed 
by  time.  We  strongly  urged  these  physicians, 
whose  papers  we  could  not  utilize,  to  submit 
their  papers  to  our  State  Journal  and  are  confi- 
dent you  will  find  many  of  them  extremely 
worthwhile. 

We  congratulate  all  of  those  physicians  who 
submitted  papers  and  trust  the  future  Scientific 
Assembly  Committees  will  continue  to  encourage 
participation  of  our  own  Association  members. 
Yours  very  sincerely, 

Reginald  J.  M.  Zeluff,  M.D.,  Chairman 
Scientific  Assembly  Committee 

January  12, 1968 

The  Honorable  Sam  Steiger 

Dear  Sir: 

Under  separate  cover  we  are  sending  for  your 
inspection  a copy  of  our  monthly  medical  pub- 
lication, ARIZONA  MEDICINE,  a publication 
which  serves  primarily  as  a medium  for  the  ex- 
change of  scientific  information  and  the  dissem- 
ination of  recorded  medical  proceedings  and 
information  to  the  members  of  the  Arizona 
Medical  Association  and  to  the  members  of  the 
Medical  Society  of  the  United  States  and  Mex- 
ico. It  is  distributed  to  1,530  Arizona  physicians 
and  has  a total  circulation  of  approximately 
2,200,  including  all  major  medical  schools  in  the 
United  States,  principal  hospitals  in  the  Western 
United  States,  and  those  state  medical  associa- 
tions with  which  we  reciprocate.  These  functions 
have  been  further  enhanced  by  the  recent  open- 
ing of  the  College  of  Medicine  of  The  University 
of  Arizona  at  Tucson.  The  publication  is  financed 
not  only  by  a budgetary  allocation  of  the  Ari- 
zona Medical  Associaton,  but  also  by  an  active 
advertising  program  and  the  sale  of  reprints  of 


original  scientific  articles. 

We  are  stimulated  not  only  by  our  pride  in  our 
publication  but  by  our  belief  that  it  performs  a 
service  in  behalf  of  the  public  good  to  record  a 
protest  to  an  arbitrary  fixation  of  48%  tax  on  net 
advertising  income  of  cultural,  educational,  sci- 
entific and  trade  publications  by  a single  person, 
the  Commissioner  of  Internal  Revenue.  We  feel 
that  the  fixation  or  imposition  of  a tax  of  any 
kind  is  the  rightful  duty  and  privilege  only  of 
the  Congress  of  the  United  States. 

Because  of  the  imposition  of  such  a tax,  we 
hope  that  you  may  feel  it  possible  in  good  con- 
science to  support  such  bills  already  introduced 
in  the  United  States  House  of  Representatives 
negating  the  above  regulation. 

Should  it  become  the  opinion  and  decision  of 
the  United  States  House  of  Representatives  that 
such  a tax  be  imposed,  then  let  it  be  so,  but  only 
after  investigation,  research,  debate  and  just 
deliberation,  rather  than  as  the  result  of  a de- 
cision of  single  individual,  a Commissioner  of 
Internal  Revenue. 

Sincerely, 

Roland  F.  Schoen,  M.D. 

Editor 


January  22, 1968 

Roland  F.  Schoen,  M.D. 

Editor 

ARIZONA  MEDICINE 
Scottsdale,  Arizona  85251 
Dear  Doctor  Schoen : 

Your  recent  letter  detailing  ARIZONA  MED- 
ICINE’S opposition  to  the  Internal  Revenue 
Service’s  proposition  that  taxes  be  collected  on 
certain  advertising  revenues  from  publications  of 
tax  exempt  organizations  was  appreciated. 

From  my  study  of  the  situation,  it  appears  that 
the  decision  of  the  IRS  was  wrong. 

The  House  Ways  and  Means  Committee  will 
soon  be  holding  hearings  on  the  President’s  pro- 
posed tax  surcharge  legislation.  For  this  reason, 
it  is  not  known  when  the  committee  might  con- 
sider the  various  bills  introduced  which  would 
revise  the  IRS  ruling. 

You  may  be  sure  that  I shall  continue  to  study 
this  matter  and  will  keep  in  mind  your  views. 
Sincerely, 

Sam  Steiger 

House  of  Representatives 
United  States 


MARCH,  1968 


FUTURE  MEDICAL  MEETINGS 

BARROW  NEUROLOGICAL  INSTITUTE 

of  St.  Joseph's  Hospital 

Presents 

A NEUROLOGICAL  SYMPOSIUM,  II 

The  Care  of  the  Stroke  Patient 


March  21  and  22,  1968 
Del  Webb's  TowneHouse 


Program 

Thursday,  March  21  — Basic  Principles  of  Diagnosis  of  Cerebrovascular  Disease 
9:15  — Survey  of  the  Problem:  Clinical  Syndromes 
10:30 — Cerebrovascular  Disease  Pathology 

11:15  — Methods  for  Evaluating  the  Patient  with  Cerebrovascular  Disease 
1:00  — Significance  of  Cerebrospinal  Fluid,  Brain  Scan, 

and  Electroencephalographic  Studies  in  Strokes 
1 :3Q  — - Cerebral  Angiography  in  Strokes 
2:15  — Cerebral  Blood  Flow  Studies 

2:45  — Retinal  Arteriography  to  Detect  Cerebral  Embolization 

Friday,  March  22  — Basic  Principles  of  Treatment 

9:00  — Medical  Treatment  of  Cerebrovascular  Disease 

9:45  — Cardiovascular  Disease  and  Its  Relationship  to  "Strokes" 

10:45  — The  Role  of  Vascular  Surgery  in  Treatment  of  Stroke  Patients 
11:30 — Rehabilitation  of  the  Stroke  Patient 
2:00  — Clinical  Presentations  — Patients  with  Cerebrovascular  Syndrome  to 
be  Demonstrated 

Visiting  Faculty 

Bernard  J.  Alpers,  M.D. 

Emeritus  Professor  of  Neurology,  Jefferson  Medical  College, 

Philadelphia,  Pennsylvania 
Robert  A.  Baker,  M.D. 

Chief,  Neurology  Service,  Veterans  Administration  Hospital 
(Wadsworth),  Los  Angeles,  California 
Lawrence  McHenry,  M.D. 

Director,  Research  Stroke  Laboratory,  Philadelphia  General 
Hospital,  Philadelphia,  Pennsylvania 
Noble  David,  M.D. 

Chief,  Neurology  Service,  Veterans  Administration  Hospital, 

Coral  Gables,  Florida 

Sponsored  By: 

Academy  of  Medicine,  Maricopa  County  Medical  Society 
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In  Obesity, 

anorectic  action 
with  fewer  unwanted 
side  effects 


CYDRIL! 


(levamfetamine  succinate  TUTAG) 

1 Cydril  at  2 p.m. 
s§  Appetite  control  at  6 
Sleep  at  10 

Action  and  Uses:  Cydril  (levamfetamine  succinate)  is  a chemo- 
pharmaceuticat  approach  to  aid  the  obstinately  obese.  Cydril  (levam- 
fetamine succinate)  provides  the  appetite  depressant  action  of  amphet- 
amines but  exhibits  fewer  unwanted  side  reactions. 

Dosage:  Adults  and  'teenagers’,  one  (1)  Cydril  (levamfetamine  suc- 
cinate) Granucap*  daily. 

Side  Effects:  Occasionally  cardiovascular  and  gastrointestinal  reactions 
may  produce  dry  mouth,  metallic  taste,  anorexia,  nausea,  diarrhea, 
headache,  chilliness,  pallor  or  flushing,  sweating,  diuresis  and 
arrhythmias. 

Contraindications:  Cydril  (levamfetamine  succinate)  should  not  be 
used  in  the  presence  of  severe  hypertension,  angina  pectoris,  hyper- 
thyroidism, and  Raynaud's  disease. 

“Granucap  is  the  Tutag  brand  of  sustained  release  capsule  manu- 
factured to  release  the  contents  over  a period  of  approximately  6 to 
10  hours. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

Full  product  information  available  on  request  or  see  page  1122  in 
your  1967  PDR. 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


_ frizotta  / Jedicme 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.,  85251 

Name 


For  more  about  CYDRIL  and 
the  Cydril  Family  of  Products 
ask  the  Man  from  Tutag  (or 
your  colleagues; 

S.J.  TUTAG  & CO. 


ETHICAL  PHARMACEUTICALS 

DETROIT.  MICHIGAN  48234 


Address 


PLEASE  SEND 


BINDERS 


I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


© 
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Serpasil  - Esidnx  # 1 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


Serpasil- Esidrix  #2 


(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 


ARIZONA  MEDICINE 


Picture  of  treated  with 

a sprained  shoulder  Parafon  Forte  tablets 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 

Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 

Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  19G5,  p.  331.  3.  Roth, 
J.  L.  A.,  et  ai.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  at..  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U.S.  PATENT  NO.  2, <*95,077 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 


See  for  yourself 
the  professional 

MED  AC 

Billing  and 
Bookkeeping  Service 

IT  S A “PERSONAL  TOUCH”  SERVICE  THAT  YOU  CONTROL! 

jjs  All  records  stay  in  your  office  at  all  times ! 

^ Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

^ Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 


/I'H'DOBINS 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 

L 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


To  f ightTB- 
f ind  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330—8/6135 
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INSURANCE  COMPANY  pHOEN,x,  ARIZ.  3500,-  (60««3^ 

WILLIAM  O.  CUMMINGS,  BOpp _ 


jO, 


CLIP  HERE™ — 

KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 

Date 


Name. 


M.D.  Sex. 


.Date  of  Birth_ 


Address.. 


City. 


.State 


_Zip. 


Net  Income  From  Your  Practice  $_ 


-$- 


For  1 966  For  1 965 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business?. 


For  1 964 


NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 


Employees,  If  Any: 
Name 


Date  of  Date  Full  or 

Sex  Birth  Employed  Salary  Part  Time 
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a puzzle 
of  antacid 
complaints 


■ 

■ ___  P 

"N 
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“Will  it  stop  the  pain?’ 


Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 

distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (Vi  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2 'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'U  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H ROBINS  COMPANY  Jt  JLJ  HflDlMC 
RICHMOND,  VA.  23220  1 /U  D 1 S V J 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


0Heat  “A  very  valuabl 

method  of  applying 
heat  at  home  is  a prolongec 
hot  bath..."5 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . "4 


Indicated  tor  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  ( methocarbamol,  1 Gm./lOcc.) 
References:  (I  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33.-91 , 1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23,  1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  ef  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


ORobaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“. . .without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 


n m nnDIMC  a.  H-  robins  company 

/l  rl'l  ZUDI  IN  J RICHMOND,  VIRGINIA  23220 


full  complement  of 

highly  trained  registered  nurses 
ps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

V normal  ratio  of  more  than 
2 registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
f patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Street 


955-6200 


PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOC!  V ION 


The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection... automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


siemens  Ultratherm  608 

For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street,  Phoenix,  Arizona  85008,  Phone:  (602)  275-7088 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


TofightTB- 
f ind  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25's. 


330-8/6135 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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“ Upper  respiratory  infection!  I thought  everything 
was  a ‘ virus’  these  days?” 


ARIZONA  MEDICINE 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine*5 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 
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She  doesn’t  feel 
she  “suffers” 
from  hypertension 


Butiserpazide®  lowers  blood  pressure 
so  smoothly  that  patients  are  often  untroubled 
by  either  disease  or  therapy 


By  switching  patients  to  Butiserpazide  you  may 
be  able  to  free  them  of  much  of  the  burden  of 
hypertension.  Clinical  comparisons  have  shown 
that  many  respond  with  (1)  smooth,  uniform  low- 
ering of  blood  pressure1 ...  at  times  to  levels  below 
those  attained  with  previous  therapy2;  (2)  “strik- 
ing” improvement  in  such  symptoms  as  headache, 
nervousness,  palpitation  and  dizziness2;  plus 

You  have  a choice  of  2 strengths: 


(3)  “. . . lowered  incidence  of  drug  side  effects.”2 
And  there’s  an  added  advantage:  the  usual 
dosage  is  just  1 tablet  once  or  twice  daily,  often 
without  need  for  supplementary  therapy. 
(Butiserpazide  provides  not  only  hypotensive 
and  diuretic  action,  but  a mildly  sedative  effect  as 
well.)  Isn’t  this  the  way  to  take  the  suffering  out  of 
hypertension? 


til iTiNHrna7MP-/n  but^l® 0^3^31) 30 mg. gr.>t; 

Hydrochlorothiazide  25  mg.  (%  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets  ■ 

in  mild  to  moderate  cases,  often  effective  at  half  the  usual  thiazide  or  thiazide/ reserpine  dosage. 

|||  1 1 | |r|37||iP«~^|  i Butisol®  (butabarbital)  30  mg.  (¥2  gr.)t; 

Hydrochlorothiazide  50  mg.  (%  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets  ■ 

controls  many  moderate  to  severe  cases  without  any  need  for  ganglionic  blockers, 
or  other  more  potent  agents;  if  such  agents  are  needed,  their  dosage  can  be  cut  in  half. 


*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for 
delayed  action,  to  approximately  equalize  duration  of  action  for  all 
components. 

Contraindicated  in  presence  of  renal  impairment,  peptic  ulcer, 
ulcerative  colitis,  or  mental  depression,  and  in  patients  with  por- 
phyria or  those  sensitive  to  any  component.  Warning:  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with  anti- 
hypertensive therapy,  may  be  associated  with  small  bowel  lesions 
which  have  led  to  obstruction  hemorrhage,  and  perforation.  Surgery 
has  been  required  and  deaths  have  occurred.  Such  tablets  should  be 
used  only  when  indicated  and  when  adequate  dietary  supplementa- 
tion is  not  practical.  They  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastrointestinal 
bleeding  occur.  Precautions:  Exercise  caution  in  hepatic  disease, 
diabetes,  surgery,  coronary  artery  disease,  epilepsy,  E.S.T.,  and  in 
patients  receiving  digitalis.  Side  Effects:  Electrolyte  imbalance, 
hyponatremia,  hypochloremic  alkalosis  and/or  hypokalemia,  hyper- 


uricemia and  gout,  bradycardia,  drowsiness,  skin  rashes,  hangover, 
systemic  disturbances,  weakness,  leg  cramps,  diarrhea,  epistaxis, 
dizziness,  urticaria,  dry  itching  skin,  nausea,  vomiting,  palpitation, 
superficial  skin  bruises,  headache,  dehydration,  paresthesias,  photo- 
sensitivity, pancreatitis,  jaundice,  xanthopsia,  thrombocytopenia, 
leukopenia,  agranulocytosis,  aplastic  anemia,  nasal  congestion,  hy- 
potension, lassitude,  loose  stools,  anorexia,  bizarre  dreams,  peptic 
ulcer,  ulcerative  colitis,  mental  depression.  (Ammonium  chloride, 
which  may  be  administered  to  reverse  hypochloremic  alkalosis, 
should  not  be  given  to  patients  with  hepatic  disease.)  Before  pre- 
scribing or  administering,  see  package  insert.  tWarning:  May  be 
habit  forming.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiser- 
pazide®-50:  1 tablet  daily  or  b.i.d.  References:  l.  Johnson,  H.  J.,  Jr.: 
Penna.  M.J.:  67:35,1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460, 1962. 

IVI  [XT  r.  I | | I McNEIL  LABORATORIES,  INC.. 

FORT  WASHINGTON,  PA. 


co— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op’er— a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind"  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power" 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  * RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 


Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 


PHYSICAL  THERAPIST  FAMILY  DOCTOR 


Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Bossier,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 


Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 


Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 

PSYCHIATRY 
Murray  Urie,  M.D. 

GENERAL  SURGERY 


Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 


ARIZONA  MEDICINE 


Arizona's  professional  AIR  AMBULANCE  SERVICE 

CUTTER  AVIATION,  INC.  sky  harbor,  PHOENIX 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


rat psychiatry  and  neurph 
child  psychi 
psychoan 
clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


Hfcdical  Center  and  Clinical  taberatPhf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


ARIZONA  MEDICINE 


If  hypothyroidism  leaves  your  patient  feeling  like  this 
consider 

LETTER* 

(SODIUM  LEVOTHYROXINE, 

ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able: Bottles  of  100  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


^ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  O,  ILLINOIS 
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HOSPITAL  MEDICAL 
CENTER,  LTD. 


TOO  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 
Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Pli.D.,  A. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

TAMIL Y COUNSELING 
Leo  Stein 
FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  111,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine.  M.D. 

John  F.  Currin,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Pred  C.  Sehoene,  M.D. 

PERIODONTIST 

|.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

PSYCHIATRY 

Michael  F.  Cleary,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

L.umone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 


ARIZONA  MEDICINE 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


WANTED:  General  Practitioners  to  fill  vacan- 
cies on  medical  staffs  at  two  Arizona  locations. 
Major  copper  producer.  No  office  overhead. 
Well  equipped  hospitals.  Very  generous  guar- 
antee. Enclose  personal  and  professional  back- 
ground data  with  inquiry  to:  Box  68-1,  Arizona 
Medicine,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona  85251 . 


WANTED:  Emergency  room  work  in  metropoli- 
tan area.  Have  Pennsylvania  license.  Please 
give  particulars  in  reply.  Will  arrange  time 
for  personal  interview  if  expenses  are  paid. 
Reply  to  Box  68-2,  Arizona  Medicine,  4601 
North  Scottsdale  Road,  Scottsdale,  Arizona 
85251. 
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Internist  seeks  part-time  position  in  Phoenix 
area  in  clinic,  hospital,  emergency  room  or  em- 
ployee health.  Licensed.  Experienced.  Reply  to 
Box  68-3,  Arizona  Medicine,  4601  North  Scotts- 
dale Road,  Scottsdale,  Arizona  85251. 


G.P.  practicing  in  town  without  a hospital, 
would  re-locate  preferably  with  group  in  town 
of  10,000  to  50,000.  Reply  to  Charles  B.  Koch, 
M.D.,  326  N.  Washington  Street,  New  Lisbon, 
Wisconsin. 


FOR  LEASE  — Medical  suites  in  the  new  North 
Park  Medical  Center  in  Chandler.  Center  al- 
ready offers  wide  variety  of  health  services 
but  needs  a Pediatrician,  Orthopedic  Surgeon, 
and  an  additional  General  Practitioner.  Reply 
to  Peden  Investment  Co.,  24  North  Alma  School 
Road,  Mesa,  Arizona  85201. 


How  much  does 

the  anttcostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


PHYSICIAN  URGENTLY  NEEDED:  Communities 
of  approximately  15,000  pop.  in  N.E.  Arizona 
on  Highways  U.S.  60-180-260  and  666.  Unex- 
celled recreational  and  resort  area.  Now  served 
by  one  Board  Certified  Surgeon,  needs  G.P. 
or  Internist.  "Fee  For  Service"  practice  in  new, 
25-bed  hospital.  Clinic  and  office  space  adja- 
cent. Call  333-4368  or  333-4627  collect 
(Springerville,  Arizona). 


WANTED:  Medical  Associate  for  Clinic  (Gen- 
eral); Arizona  license;  guarantee  $25,000  plus 
percentage  to  the  right  person.  Reply  Box  951  5, 
Phoenix,  Arizona  85020. 


24-HOUR  AIR  AMBULANCE  SERVICE 


a.  l.  mooRe  o>  sons 


Mortuary  and  Air  Ambulance  Service 


Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


The  anticostive  hematinic  is 

PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  ad].  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7—6064 
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Index  to  Advertisers 


Abbott  Laboratories 

Enduron/Eudronyl/Eutron  273-277 

Armada  Assurance  Agency,  Inc 278 

Armour  Pharmaceuticals 

Letter  353 

Aztec  Film  Productions  335 


Breon  Laboratories 


Fergon 351 

Bristol  Laboratories 

Textex-F 258 

Burroughs -Wellcome  & Co.,  Inc. 

Empirin 272 

Camelback  Hospital 343 

Camelback  Professional  Building 352 

Ciba  Pharmaceuticals 

Serpasil/Esidrix  336 

Classified  355-356 

Cutter  Aviation  351 

Doctors'  Central  Directory  355 

Eli  Lilly  & Co. 

V-Cillin  K,  Pediatric  308 

Geigy  Pharmaceuticals 

Tofranil  260,  261 

Siemens’  Ultratherm-608  344 

Gentry,  The  306 

HBA  Life  Insurance  Co 339 

Hobby  Horse  Ranch  School 345 

Hospital  Medical  Center  354 

Hynson,  Westcott  & Dunning.  Inc. 

Lutrexin  257 

Lederle  Laboratories 

Peritinic  , 356 

Stresscaps 266 

Tine  Test  338,  345 


McNeil  Laboratories 

Butiserpazide  348,  349 

Parafon  Forte  337 

Medical  Center  X-ray  & Clinical  Laboratory.  . .352 

Moore  & Sons  Air  Ambulance  Service  356 

National  Casualty  Company 350 

101  East  Fourth  Street  Medical  Bldg 350 

Parke,  Davis  & Co. 

Chloromycetin Inside  Front  Cover 

Pharmacy  Directory  355 

Pitman-Moore  Division  of  The  Dow  Chemical  Co. 

Novahistine-LP/Singlet  346,  347 

Poythress  & Co..  Wm.  P. 

Mudrane  345 

Trocinate  354 

Robins.  A.  H. 

Dimetapp-Extentabs  307 

Cough  Calmers 338 

Phenaphen/Robaxin  341,  342 

Searle  & Co.,  G.  D. 

Pro-Banthine  358,  Inside  Back  Cover 

Sievert,  Danny  T. 

Insurance  355 

Stuart  Co. 

Mylanta  340 

Syntex  Laboratories 

Norinyl  263-265 

Synalar  268-270 

Tuiag  & Co..  S.  J. 

Cydril  335 

Valley  National  Bank  338 

White  Laboratories 

Mol-Iron  Panhemic  Chronosule  262 

Winthrop  Laboratories 

NTZ  Nasal  Spray 271 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same-patient.  Duo- 
denal normality  is  now  evident. 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 


3SP®  DISPOSABLE  UNIT 

IW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


IMSULPHALEIN® 
^ A COMPLETE, 
TERILE, 
HSPOSABLE, 
t ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 


'ATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


IYNSON,  WESTCOTT  & DUNNING,  INC. 


(B5P03) 


BALTIMORE,  MARYLAND  21201 


“Breathing’s  a snap  again”  he  said  gingerly. 

(COMPLIMENTS  OF  DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)—  along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  orperipheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

, Supplied : Bottles  of  100  and  500. 

'Its,,  A.H.  ROBINS  COMPANY 


RICHMOND,  VA.  23220 
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TABLETS 

Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 

aspirin)  IgEI 

® 

Contraindications:  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established:  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheadedness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patientdiscomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient's  mind  at  ease. 


Picture  of 
a sprained  shoulder 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  Vets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions 
Exercise  caution  in  patients  with  known  allergies  or  history  ol 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 


disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic, 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Aduli 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  oi 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al. : Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al . : Dis. 


( McNEIL ) 


Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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Progress 


Your  attention  is  invited  to  these  words  on  the 
President’s  Page  of  the  March  1968  issue  of 
ARIZONA  MEDICINE:  “A  year  of  decision, 
perhaps,  for  some  basic  principles  have  found 
the  unanimity  of  expression  desired.  Whereas 
fragmentation  a year  ago  appeared  as  a dom- 
inant, continuously  escalating  possibility,  there 
now  exists  greater  agreement,  thanks  to  improved 
communication  with  the  membership  and  an 
acceptance  of  certain  socio-economic  changes  in 
our  life  as  a fact  of  life.” 

The  meeting  of  the  ArMA  Board  of  Directors 
on  March  10,  1968,  reflected  the  above  as  never 
before.  There  was  proposed  a realistic  and 
planned  budget  covering  not  only  the  fiscal 
year  of  1969,  but  reflecting  a planned  econ- 
omy for  years  to  come.  There  was  a sophisticated, 
well-planned  approach  to  problems  which  could 
have  consumed  hours,  but  as  a result  of  pre- 
meeting orientation  by  the  Central  Office,  pro- 
ceeded in  an  orderly  manner  in  a fraction  of  the 
time,  with  full  reports  being  in  the  hands  of 
those  officers  and  directors  present  several  days 
prior  to  the  meeting. 

If  ARIZONA  MEDICINE  and  MEDICAL 
MEMOS  have  had  even  a small  part  in  such 
planning  and  progress,  then  we  are  proud  that 
we  have  at  least  partially  defined  and  accom- 
plished the  purpose  for  which  we  owe  our  very 
existence. 

ARIZONA  MEDICINE  completely  endorses 
such  planning  and  progress,  and  hopes  that  it 
will  become  the  rule  rather  than  an  occasional 
exception. 

Roland  F.  Schoen,  M.D. 

Editor 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  _ 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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ARIZONA  MEDICINE 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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hnduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


WTHYCIO- 

THIMIDC 

5 mg. 


Once  a day,  every  day 


ENDURON 

METHYCLOTHIAZIDE 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’ 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


MILD  TO  MODERATE  TO  SEVER  in 


See  Brief  Summary  on  final  page  of  advertisement 


nduronyl:  Its  deserpidine  component 
dds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


ce  a day,  every  day 

NDURONYL 


HYCLOTHIAZIDE  5 mg.  with 
:RPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


W1SLD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A 

moderate 


unique  combination  for  handling 
to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  youi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wen 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  froir 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement  soioe 


ENDURON 


ENDURONY1! 


METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
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itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection... automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


siemens  Ultrat  her  nr  608 

For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street,  Phoenix,  Arizona  85008,  Phone:  (602)  275-7088 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Sing  let  tablets,  which  provide  analgesic - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


“Nothing  else  I’ve  tried  seems  to  work , so  I decided  to  give  you  a crack  at  it.” 
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Exposed  areas 
where  cosmetic 
considerations  are 
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Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion—or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  i 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  bod 
areas.  A number  of  studies 
have  also  shown  that  propyler 
glycol  has  inherent  anti- 
microbial activity. 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 
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propylene  glycol  vehicle 
rnalar  Solution  possesses 
y useful  cosmetic  properties, 
r and  greaseless,  it  is 
ticky  or  messy,  will  not 
clothing  or  skin, 
posed  areas  of  the  body 
e cosmetic  appeal  is 
irtant,  Synalar  Solution 
i'S  nothing  but  results. 

>nomical-a  little 
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use  of  the  properties 
opylene  glycol  and  the 
gram  potency  of 
inolone  acetonide,  a small 
tity  of  Synalar  Solution 
a long  way.  Also,  the 
iription  price  of  a 20  cc. 
ic  squeeze  bottle  of 
ilar  Solution  is  surprisingly 
Thus,  your  patients  obtain 
Dmy  with  the  proved 
icy  of  a potent,  truly 
need  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025% -15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 


An  invisible  topical 


sustained-release 

Mol-lrori  Panhemic  Chronosule 

capsules 


To  help  overcome  the  inadequacies  of 
poor  absorption  and  insipid  diet  com- 
mon in  the  geriatric  patient— a superior, 
sustained-release  hematinic  combined 
with  key  vitamins. 

Each  Mol-lron  Panhemic  Chronosule 
capsule  contains:  Ferrous  sulfate,  390 
mg.  (78  mg.  elemental  iron)  and  Molyb- 
denum sesquioxide,  6 mg.  in  sustained- 
release  form;  Vitamin  B12,  25  meg.;  Vita- 
min B, , 6 mg.;  Vitamin  B2, 6 mg.;  Vitamin 
B6,  5 mg.;  Niacinamide,  30  mg.;  Vitamin 
C,  150  mg.  Supplied:  bottles  of  30. 

"brand  of  sustained-release  capsule 

t Parsons,  P.L.,  Withey,  J.L.,  and  Kilpatrick, 
G.S  : Practitioner  195:656,  (Nov)  1965. 

White  Laboratories,  Inc, 
Kenilworth,  N.  J. 


BETTER  TOLERATED-HELPS  ASSURE  MORE 
PREDICTABLE  ABSORPTION  AND  OPTIMAL 
HEMOGLOBIN  RESPONSE 

SUPERIOR  TO  CONVENTIONAL  FERROUS  SULFATE 
In  ‘Toler  ability’ 

Slowly-liberated, molybdenized  ferrous  sulfate  virtually 
eliminates  gastrointestinal  side  effects. 

So  well  tolerated  it  can  be  taken  on  an  empty  stomach. 

In  ‘Absorb  ability’ 

Gradual  release  of  better  tolerated,  molybdenized  fer- 
rous sulfate  helps  assure  more  predictable  absorption. 

In  ‘Dose-ability’ 

Just  a single  Mol-lron  Panhemic  Chronosule  capsule 
daily  generally  corrects  mild  to  moderate  hematologic 
and  nutritional  deficiencies. 


the  spasm 
reactors 
i your  practice 
deserve 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


scyamine  sulfate  0.1037  mg. 
'pine  sulfate  0.0194  mg. 

seine  hydrobromide  0.0065  mg. 
nobarbital  (14  gr.)  16.2  mg. 
uning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


/PH^OBINS 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30'  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost.  Also  the  economy  size 
of  100.  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A.  H.  Robins  Company,  Richmond,  Va.  23220. 
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WHY  DOES  SHE  DO  YOUR  BLUE  SHIELD  CLAIMS  FIRST? 

First  of  all,  because  they're  simpler  and  take  less  time  than  most  of  the  others.  What's 
more,  Blue  Shield  pays  off  twice  monthly— usually  before  your  patient-billing  date.  If  you 
think  we  may  be  going  out  of  our  way  to  make  things  easy  for  you  and  your  office,  you're 
right!  Because,  without  the  help  of  the  medical  profession  we  could  not  exist!  And  your, 
patients  couldn't  receive  so  many  important  health  benefits  so  economically. 


YOU  CAN'T  BEAT  'EM... SO  JOIN  'EM 


Blue 


Shield 


PHOENIX  • TUCSON  • FLAGSTAFF 


DIRECTORY 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  4601  N.  SCOTTSDALE  ROAD,  SCOTTSDALE,  ARIZONA  85251. 

OFFICERS  AND  DIRECTORS  - 1967-68 


President— Arnold  H.  Dysterheft,  M.D 

President-Elect— Arthur  V.  Dudley,  Jr.,  M.D 

Vice  President— Richard  O.  Flynn,  M.D 

Secretary— John  P.  Heileman,  M.D 

Treasurer— Fred  H.  Landeen,  M.D 

Speaker  of  the  House— Charles  E.  Henderson,  M.D.  . . 

Editor-in-Chief— Roland  F.  Schoen,  M.D 

Delegate  to  AMA— Dermont  W.  Melick,  M.D 

Delegate  to  AMA— William  B.  Steen,  M.D 

Alternate  Delegate  to  AMA— Daniel  T.  Cloud,  M.D.  . . 
Alternate  Delegate  to  AMA— Philip  G.  Derickson,  M.D 
Past-President— Paul  B.  Jarrett,  M.D 


McNary  Hospital,  McNary, 

Bldg.  23,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson, 

2210  South  Mill  Avenue,  Tempe, 

909  East  Brill  Street,  Phoenix, 

2222  North  Craycroft  Road,  Tucson, 

909  East  Brill  Street,  Phoenix, 

1023  East  Florence  Blvd.,  Casa  Grande, 

909  East  Brill  Street,  Phoenix, 

116  North  Tucson  Blvd.,  Tucson, 

2021  North  Central  Ave.,  Phoenix, 

744  N.  Country  Club  Road,  Tucson, 

2021  N.  Central  Ave.,  Phoenix, 
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DISTRICT  DIRECTORS 


Central  District— Jack  E.  Brooks,  M.D 

Central  District— James  L.  Grobe,  M.D 

Central  District— Robert  A.  Price,  M.D 

Central  District— Edward  Sattenspiel,  M.D.  . . 
Central  District— Woodson  C.  Young,  M.D.  . . 
Northeastern  District— Harry  S.  Beckwith,  M.D, 
Northwestern  District— John  J.  Standifer,  M.D. 
Southeastern  District— Deward  G.  Moody,  M.D. 

Southern  District— Philip  E.  Dew,  M.D 

Southern  District— Richard  L.  Dexter,  M.D.  . . . 
Southern  District— Hermann  S.  Rhu,  Jr.,  M.D. 
Southwestern  District— Howard  W.  Finke,  M.D. 


2021  North  Central  Ave.,  Phoenix, 

2610  West  Bethany  Home  Road,  Phoenix, 

3602  North  15th  Avenue,  Phoenix, 

333  West  Thomas  Road,  Phoenix, 

909  East  Brill  Street,  Phoenix, 

. . .East  2nd  & Colorado  Ave.,  Winslow, 

412  East  Oak  Street,  Kingman, 

711  Morley  Avenue,  Nogales, 

5th  and  Alvemon  Streets,  Tucson, 

. . . 116  North  Tucson  Boulevard,  Tucson, 

5th  and  Alvemon  Streets,  Tucson, 

Magma  Copper  Hospital,  Superior, 
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SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President— James  Nauman,  M.D 1601  N.  Tucson  Blvd.,  Tucson,  Arizona  85716 

President-Elect— Eduardo  Gonzalez  Murguia,  M.D Prisciliano  Sanchez— 1081,  Guadalajara,  Jalisco,  Mexico 

Vice  President— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road  #207,  Phoenix,  Arizona  85013 

Secretary  for  the  United  States— Elizabeth  Gavitt,  M.D Pima  County  Gen.  Hospital,  2900  S.  6th  Ave.,  Tucson,  Arizona 

Secretary  for  Mexico— Felix  Michel  Alatorre,  M.D Munguia— 316,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States— Thomas  H.  Taber,  Jr.,  M.D 2021  North  Central  Avenue,  Phoenix,  Arizona  85004 

Treasurer  for  Mexico— Luiz  Cueva  Niz.,  M.D Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  United  States— Mrs.  Virginia  E.  Bryant 333  West  Thomas  Rd.  #207,  Phoenix,  Arizona  85013 

Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Venus  j£51  Sur,  Mazatlan,  Sinaola,  Mexico 


COMMITTEES  1967-68 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  Committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix) 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  John  P.  Heile- 
man, M.D.,  Chairman  (Phoenix) 

GOVERNMENTAL  SERVICES:  William  B.  Steen,  M.D.,  Chair- 
man (Tucson) 

GRIEVANCE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
Phoenix 

HISTORY  & OBITUARIES  COMMITTEE:  Roland  F.  Schoen, 
M.D.,  Chairman  (Casa  Grande) 

INDUSTRIAL  RELATIONS  COMMITTEE:  Thomas  H.  Taber, 
Jr.,  M.D.,  Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE:  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix) 

MEDiCAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  William  G.  Payne,  M.D., 

Chairman  (Tempe) 

PUBLIC  RELATIONS  COMMITTEE:  Richard  O.  Flynn,  M.D., 
Chairman  (Tempe) 

PUBLISHING  COMMITTEE:  Roland  F.  Schoen,  M.D.,  Chair- 
man (Casa  Grande) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Reginald  J.  M.  Zeluff, 
M.D.,  Chairman  (Phoenix) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  1968-69 

APACHE:  Arnold  H.  Dysterheft,  M.D.,  President,  McNary  Hos- 
pital, McNary;  Paddy  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919,  Show  Low. 

COCHISE:  Robert  E.  Montgomery,  M.D.,  President  1101  San 
Antonio  Dr.,  Douglas;  James  M.  Gilbert,  M.D.,  Secretary, 
Copper  Queen  Hospital,  Bisbee. 

COCONINO:  Gerald  T.  McMahon,  M.D.,  President,  1355  North 
Beaver,  Flagstaff;  David  D.  Smith,  M.D.,  Secretary,  715 
North  Beaver,  Flagstaff. 

GILA:  Jesse  E.  Jacobs,  M.D.,  President,  Box  Z,  Miami;  T.  E. 
Matheson,  M.D.,  Secretary,  Miami-Inspiration  Clinic,  Miami. 


GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Saffu.d:  Jack  L.  Bennett,  M.D.,  Secretary,  618  Cen- 
tral Avenue,  Safford. 

GREENLEE:  Robert  V.  Horan,  M.D.,  President,  Morenci  Hos- 
pital, Morenci;  James  W.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1537,  Clifton. 

MARICOPA:  Arthur  R.  Nelson,  M.D.,  President,  926  E.  Mc- 
Dowell Rd.,  Phoenix;  Donald  F.  Schaller,  M.D.,  Secretary, 
55  W.  Catlina  Drive,  Phoenix. 

(Society  Address:  2025  North  Central  Avenue,  Phoenix) 
MOHAVE:  George  M.  Clarke,  M.D.,  President,  412  East  Oak 
Street,  Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412 
East  Oak  Street,  Kingman. 

NAVAJO:  Leo  L.  Lewis,  M.D.,  President,  P.  O.  Box  AT,  Winslow; 
George  G.  Bertino,  Jr.,  M.D.,  Secretary,  1500  Williamson 
Avenue,  Winslow. 

PIMA:  James  E.  Brady,  Jr.,  M.D.,  President,  Craycroft  Medical 
Center,  Suite  406,  Tucson;  Seymour  I.  Sh  .piro,  M.D.,  Secre- 
tary, Bldg.  24,  Med.  Square,  1601  N.  Tucson  Blvd.,  Tucson. 
(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  William  J.  Clemans  III,  President,  1616  Main  Street, 
Florence;  Robert  L.  Hyde,  M.D.,  Secretary,  1616  Main 
Street,  Florence. 

SANTA  CRUZ:  Stephen  A.  Letourneaux,  M.D.,  President,  711 
Morley  Ave.,  Nogales;  Charles  S.  Smith,  M.D.,  Secretary, 
Gebler  Building,  Nogales. 

YAVAPAI:  Edward  L.  Ritter,  M.D.,  President,  533  West  Gurley 
Street,  Prescott;  William  R.  Shepard,  M.D.,  Secretary,  1003 
Division  Street,  Prescott. 

YUMA:  John  F.  Stanley,  M.D.,  President,  201  First  Avenue, 
Yuma;  Dale  F.  Webb,  M.D.,  Secretary,  Avenue  A and  24th 
Street,  Yuma. 

WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1967-68 

President Mrs.  Elvie  B.  Jolley  (Mila) 

Box  919,  Bisbee,  Arizona 

President-Elect  Mrs.  Richard  P.  Timmons  (Evelyn) 

5302  N.  69th  Place,  Scottsdale,  Arizona 

1st  Vice  President  Mrs.  William  H.  Lyle  (Jill) 

2601  Walking  Horse  Lane,  Yuma,  Arizona 

2nd  Vice  President Mrs.  Robert  J.  Oliver  (Nicki) 

910  N.  Wilmot  Road,  Tucson,  Arizona 

Secretary  Mrs.  Frederick  W.  Jensen,  Jr.  (Alice) 

310  East  McLellan  Road,  Phoenix,  Arizona 

Treasurer Mrs.  James  L.  Parsons  (Carolyn) 

5251  E.  Hawthorne  Place,  Tucson,  Arizona 


ARIZONA  MEDICINE 


ArMA  REPORTS 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  14,  1968, 
in  the  Convention  Center  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  10:15  A.M.,  Richard  O.  Flynn, 
M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack  E.; 
Derickson,  Philip  G.;  Dew,  Philip  E.;  Dexter,  Richard  L.; 
Dudley,  Jr.,  Arthur  V.,  President-Elect;  Dysterheft,  Ar- 
nold H.,  President;  Finke,  Howard  W.;  Flynn,  Richard 

0. ,  Vice  President  and  Chairman;  Grobe,  James  L.; 
Heileman,  John  P.,  Secretary;  Plenderson,  Charles  E.: 
Jarrett,  Paul  B.;  Melick,  Dermont  W.;  Moody,  Deward 
G.;  Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.;  Satterspiel, 
Edward;  Standifer,  John  J.;  Young,  Woodson  C. 

Counsel:  Mr.  Jacobson,  Edward. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary, 
ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Secre- 
tary, ArMA;  Boykin,  Paul  R.,  Executive  Secretary, 
BOMEX. 

Guests:  Drs.  Baker,  Earl  J.,  Chairman,  Disaster  Med- 
icine — Professional  Committee;  Craig,  Carlos  C.,  Chair- 
man, Legislative  Committee;  Kahle,  John  F.,  Chairman, 
Board  of  Directors  — ArMPAC;  May,  Deraid  G.,  Chair- 
man, Mental  Health  — Professional  Committee;  Schaller, 
Donald  F.,  Chairman,  Emergency  Care  — Professional 
Committee. 

Mr.  McGarry,  Joseph  E.,  Member,  Board  of  Directors 
— Arizona  State  Hospital. 

EXCUSED:  Drs.  Cloud,  Daniel  T.;  Landeen,  Fred  H., 
Treasurer;  Schoen,  Roland  F.;  Steen,  William  B. 

WELCOME 

Dr.  Flynn  called  the  meeting  to  order,  introduced  the 
guests  and  extended  greetings. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  of  this  Association  held  November  12,  1967. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Kahle  reported  on  the  affairs  of  the  ArMPAC 
Board  of  Directors  pointing  out  that  all  Component 
County  Medical  Societies  included  contribution  to  ArM- 
PAC with  their  respective  1968  dues  billing.  Related 
plans  for  the  ArMPAC  annual  banquet  scheduled  to  be 
held  April  25,  1968,  and  appealed  for  a 1968  appropria- 
tion of  $1,500.00  for  educational  purposes.  APPROVED. 

BOARD  OF  DIRECTORS 

Arizona  State  Board  of  Health 

Nominated  Francis  M.  Findlay,  M.D.  (San  Manuel), 
Harry  C.  Smith,  M.D.  (Douglas),  William  H.  Lyle, 
M.D.  (Yuma),  Albert  J.  Ochsner,  II,  M.D.  (Yuma)  and 
Jay  L.  Sitterley,  M.D.  (Flagstaff)  whose  names  were 
authorized  to  be  submitted  to  Governor  Jack  Williams 
for  consideration  in  accordance  with  Chapter  1,  Article 

1,  Section  36-102,  A.R.S.  1956,  one  of  which  shall  be 
chosen  to  fill  the  anticipated  vacancy  February  1,  1968. 
AMA  Clinical  Convention  — Houston 

Dr.  Melick,  Delegate  to  AMA,  reported  on  the  pro- 
ceedings of  the  AMA  House  of  Delegates  meeting  in 
Houston,  Texas,  November  26-29,  1967.  Possibly  the 
most  important  matter  presented  for  discussion  was  the 
report  of  the  AMA  Education  and  Research  Foundation 


which  body  voted  to  endorse  in  principle  the  relocation 
of  the  Institute  of  Biomedical  Research  on,  or  contiguous 
to,  the  University  of  Chicago  campus,  authorizing  con- 
tract negotiations,  which  was  approved  by  the  House. 
Request  was  made  of  AMA-ERF  to  present  at  each 
Clinical  Convention  of  AMA  a report  on  the  projected 
budget  of  the  Institute  for  the  ensuing  year  and  amount 
of  projected  contribution  from  AMA  during  that  period. 
Copies  of  the  summarized  report  of  the  AMA  House  are 
available  on  request. 

ARTICLES  OF  INCORPORATION 
AND  BY-LAWS  COMMITTEE 

Approved  and  authorized  introduced  by  the  Board 
of  Directors  in  the  annual  meeting  of  the  ArMA  House 
of  Delegates  scheduled  to  be  held  April  next,  the  follow- 
ing amendments  to  the  Association  By-Laws,  Chapter 
VII  — Standing  and  Special  Committees,  Section  4. 
Composition  and  Duties  of  Standing  Committees: 

(a)  Benevolent  and  Loan  Fund  (ADDITIONAL  LAST 
PARAGRAPH) 

This  committee  shall  consist  of  a chairman  and 
at  least  four  members,  one  of  whom  shall  be  the 
Treasurer.  All  other  members  shall  have  staggered 
three-year  terms  as  hereinabove  provided.  The 
committee  shall  administer  the  Arizona  Medical 
Association  Benevolent  and  Loan  Fund  and  shall 
have  the  power  to  make  direct  grants  from  the 
income  of  the  fund  to  Association  members  in 
financial  distress  and  loans  on  a revolving  basis 
to  assist  worthy  young  residents  of  Arizona,  who 
desire  to  secure  a medical  education. 

The  details  of  operation  of  this  fund  shall  be 
worked  out  by  the  committee,  with  the  approval 
of  the  Board.  This  fund  shall  be  made  up  of  money 
appropriated  to  it  by  the  Board  or  by  the  House, 
and,  in  addition,  any  further  money  in  the  form 
of  cash  gifts  or  legacies  from  individual  donors. 
The  fund  shall  be  placed  in  the  care  of  the  Treasur- 
er and  shall  be  administered  by  the  Benevolent 
and  Loan  Fund  Committee. 

THE  COMMITTEE  FURTHER  SHALL  HAVE 
THE  POWER  TO  MAKE  DIRECT  SCHOLAR- 
SHIP GRANTS  TO  WORTHY  MEDICAL 
SCHOOL  APPLICANTS  FROM  FUNDS  DE- 
RIVED FROM  INTEREST  THAT  HAS  AC- 
CRUED ON  GENERAL  FUNDS  OF  THE  ASSO- 
CIATION ON  DEPOSIT,  SUBJECT  TO  AP- 
PROVAL OF  THE  BOARD  OF  DIRECTORS. 

(b)  EXECUTIVE  COMMITTEE  (NEW  STANDING 
COMMITTEE) 

THIS  COMMITTEE  SHALL  CONSIST  OF  THE 
EXECUTIVE  OFFICERS  OF  THE  ASSOCIA- 
TION: THE  PRESIDENT,  THE  PRESIDENT- 
ELECT, THE  IMMEDIATE  PAST  PRESIDENT, 
THE  VICE  PRESIDENT,  THE  SECRETARY, 
AND  THE  TREASURER.  EACH  SHALL  SERVE 
IN  THIS  CAPACITY  FOR  THE  TERM  OF  HIS 
OFFICE.  THE  COMMITTEE  SHALL  MEET  AS 
FREQUENTLY  AS  IS  DEEMED  NECESSARY, 
PARTICULARLY  BEFORE  EACH  BOARD  OF 
DIRECTORS  MEETING.  IT  SHALL  REVIEW 
ROUTINE  MATTERS  AND  CORRESPON- 
DENCE TO  BE  PRESENTED  TO  AND  SUM- 
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MARIZED  FOR  BOARD  ACTION;  DEVELOP 
POLICY  POSITIONS  AND  ALTERNATIVES 
FOR  CONSIDERATION  AND  DECISION  OF 
THE  BOARD;  TO  ACT  AS  AN  EXPLORATORY 
GROUP  TO  DEVELOP  AFFIRMATIVE  PLANS 
FOR  THE  ASSOCIATION  TO  BE  CONSIDERED 
AND  ACTED  UPON  BY  THE  BOARD;  AND 
ACT  AS  ADVISOR  TO  THE  CENTRAL  OFFICE. 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Scholarships 

Four  additional  scholarships  of  $500.00  each  were 
awarded  to  Stephen  Patrick  Bailey  (Phoenix),  ASU  grad- 
uate to  University  of  Arizona  College  of  Medicine 
(acknowledgment);  Thomas  S.  Bailey,  Jr.  (Phoenix), 
attended  ASU  to  University  of  Arizona  College  of  Med- 
icine (acknowledgment);  Henry  Hughes  Kaldenbaugh 
(Tucson),  graduate  of  University  of  Arizona  to  Baylor 
University  College  of  Medicine  (acknowledgment);  and 
Daniel  Lee  Neel  (Ajo),  graduate  of  ASU  to  University  of 
Utah  College  of  Medicine.  For  the  fiscal  year  1967-68, 
a total  of  nine  awards,  including  these  four,  have  been 
made.  APPROVED. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Financial  Report 

It  was  reported  that  the  closing  of  accounts  for  the 
year  1967,  subject  to  audit,  is  in  process.  Report  will  be 
rendered  in  due  course. 

Approved  an  additional  1967  expenditure  of  $2,551.00 
covering  legal  services. 

Membership  Classification 
MARICOPA 

Jerome  E.  Andes,  M.D.  (Cave  Creek)  — Active  (Yuma), 
granted  Associate  (Maricopa)  dues  exempt,  account  Re- 
tirement, effective  1/1/68. 

Avi  Ben-Ora,  M.D.  (Phoenix)  — Active,  granted  Asso- 
ciate (dues  exempt),  account  Residency  Training,  effec- 
tive 1/1/68. 

Warren  A.  Colton,  Jr.,  M.D.  (Phoenix)  — Active, 
granted  Service  (J4  dues),  accormt  full-time  employment 
Crippled  Children’s  Service,  effective  1/1/68. 

Virgil  S.  Counseller,  M.D.  (Phoenix)  — Active,  granted 
Active  (dues  exempt),  account  70  Years  of  Age  or  Over, 
effective  1/1/68. 

Abraham  Ettleson,  M.D.  (Phoenix)  — Active,  granted 
Active  (dues  exempt),  account  70  Years  of  Age  or  Over, 
effective  1/1/68. 

Arnold  Kahn,  M.D.  (Phoenix)  — Active,  granted  Asso- 
ciate (dues  exempt),  account  Military  Service,  effective 
1/1/68. 

Robert  E.  Norton,  M.D.  (Phoenix)  — Granted  Service 
(Y4  dues),  account  full-time  employment  Phoenix  Indian 
Hospital,  effective  8/25/67. 

Wayne  F.  Winn,  M.D.  (Phoenix)  — Active,  granted 
Associate  (dues  exempt),  account  Residency  Training, 
effective  1/1/68. 

PIMA 

Harry  Richard  Stoner,  M.D.  (Tucson)  — Granted  Serv- 
ice (Y4  dues),  account  full-time  employment  Veterans 
Administration  Hospital,  effective  11/27/67. 


GOVERNMENTAL  SERVICES 
COMMITTEE 

Arizona  Regional  Medical  Program 

Acknowledgment  of  appointment  of  Richard  O.  Flynn, 
M.D.,  Vice  President  (Tempe)  as  member  of  the  Regional 
Advisory  Group  to  Arizona  Regional  Medical  Program 
(Heart-Cancer-Stroke-P.L.  89-239),  by  Merlin  K.  DuVal, 
M.D.,  Dean,  University  of  Arizona  College  of  Medicine. 
Comprehensive  Health  Planning 

Governmental  Services  Committee  submits  the  follow- 
ing recommendations: 

(1)  That  this  Association  officially  take  an  active 
position  in  support  of  Comprehensive  Health  Plan- 
ning at  all  levels; 

(2)  That  this  Sub-Committee  (on  Comprehensive 
Health  Planning)  be  authorized  to  engage  in  a 
concerted  effort  toward  educating  the  ArMA  mem- 
bership about  Comprehensive  Health  Planning;  and 

(3)  That  the  Board  of  Directors  take  cognizance  of 
the  fact  that  it  will  be  very  likely  asked  to  express 
itself  again  on  the  matter  of  the  determination  of 
a single  state  agency  for  comprehensive  health 
planning.  The  Sub-Committee  would  like  the 
opportunity  to  develop  a recommendation  on  this 
matter  for  consideration  by  the  Board. 

RECEIVED 

1969  Medicare  Fee  Survey 

Approved  recommendation  of  Governmental  Services 
Committee,  Sub-Committee  on  Economic  Aspects  of 
Medicare,  that  the  next  Medicare  Fee  Survey  be  under- 
taken in  1969  to  include  the  entire  membership,  spe- 
cifically delineating  the  type  of  survey  being  undertaken 
including  but  not  limited  to,  Medicare  services  and 
patients. 

Utilization  Review 

William  A.  Bishop,  Jr.,  M.D.  (Phoenix),  appointed  to 
and  accepts  membership  on  the  Governmental  Services 
Committee  for  the  term  1967-70,  to  serve  as  Chairman 
of  the  Sub-Committee  on  Utilization  Review. 

LEGISLATIVE  COMMITTEE 

Mental  Health 

Proposed  Mental  Health  Bill  submitted  for  review  by 
Willis  H.  Bower,  M.D.,  Director,  Arizona  State  Hospital, 
supported  by  the  Board  of  Directors  of  the  Arizona 
State  Hospital,  endorsed  in  principle  by  the  Arizona 
Psychiatric  Society,  with  the  knowledge  that  the  Arizona 
State  Board  of  Health  is  of  the  opinion  that  mental 
health  should  continue  to  be  under  the  State  Department 
of  Health,  disapproved  by  the  Legislative  Committee. 

Dr.  May,  Dr.  Grobe  and  Mr.  McGarry  spoke  to  the 
subject. 

It  was  regularly  moved  and  carried  that  the  Arizona 
Medical  Association  go  on  record  re-affirming  in  prin- 
ciple its  support  of  the  1966  recommendations  of  the 
Governor’s  Advisory  Committee  on  Mental  Health;  and 
support  legislation  that  would  implement  these  recom- 
mendations. 

It  was  regularly  moved  and  carried  that  this  Associa- 
tion express  its  feeling  that  mental  health  should  be 
under  the  Arizona  State  Department  of  Health. 
Medicine  and  Surgery  Act 

Legislative  Committee  recommends  active  support  of 
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the  following  amendments  to  the  Medicine  and  Surgery 
Act,  Chapter  13,  A.R.S.,  proposed  by  the  Board  of  Med- 
ical Examiners  of  the  State  of  Arizona. 

§ 32-1406,  Board  of  Medical  Examiners  Fund  — to 
eliminate  quarterly  appropriations  by  the  Legislature. 
§ 32-1424.3,  Qualifications  Applicable  to  Graduates  of 
Foreign  Schools  of  Medicine  for  a Regular  License  to 
Practice  Medicine  — to  allow  discretion  in  acceptance 
of  certification  by  the  National  Board  of  Medical 
Examiners. 

§ 32-1424.4,  Qualifications  Applicable  to  Graduates  of 
Foreign  Schools  of  Medicine  for  a Regular  License  to 
Practice  Medicine  — to  allow  discretion  in  accepting 
residency  or  post-graduate  training  in  lieu  of  intern- 
ship. 

§ 32-1425.A.A2a.A2b,  Qualifications  Applicable  to 
Graduates  of  United  States  Schools  of  Medicine  for 
a Regular  License  to  Practice  Medicine  by  Reciprocity 
Endorsement;  Issuance  of  a Limited  License  — adding 
a new  subsection  permitting  the  Board  to  give  oral 
examinations  to  reciprocity  endorsement  applicants 
when  application  is  made  more  than  fifteen  (15)  years 
following  prior  licensure  by  written  examination  and 
upon  which  said  reciprocity  endorsement  is  sought; 
and  adding  to  § 32-1428,  Examination  — new  sub- 
sections I,  J,  K,  L,  and  M providing  therefor;  also, 
amending  § 32-1402,  Board  of  Medical  Examiners; 
Appointment;  Qualifications;  Term;  Removal;  Bond; 
Compensation;  Immunity  — providing  for  appoint- 
ment of  Commissioners  by  adding  new  subsection  G 
and  redesignating  existing  subsection  G,  H to  include 
Commissioners  on  Examination. 

§ 32-1425.A4.B,  Qualifications  Applicable  to  Grad- 
uates of  United  States  Schools  of  Medicine  for  a 
Regular  License  to  Practice  Medicine  by  Reciprocity 
Endorsement;  Issuance  of  a Limited  License  — dele- 
tion of  entire  subsections. 

§ 32-1426.A1,  Qualifications  Applicable  to  Applicants 
for  a Temporary  License  to  Practice  Medicine;  Dura- 
tion of  License  — to  allow  discretion  in  acceptance  of 
the  certificate  of  the  National  Board  of  Medical 
Examiners. 

§ 32-1427.D,  Application;  Hearing  upon  Deficiencies 
in  Application;  Interview;  Withdrawal  and  Refund  — 
to  cover  all  forms  of  licensure. 

§ 32-1427.F,  Application;  Hearing  upon  Deficiencies 
in  Application;  Interview;  Withdrawal  and  Refund  — 
to  require  personal  interviews  for  written  examination 
candidates  only. 

§ 32-1427.G2,  Application;  Hearing  upon  Deficiencies 
in  Application;  Interview;  Withdrawal  and  Refund  — 
to  allow  discretion  of  the  Board  for  Military  or  resident 
physicians. 

§ 32-1429.H,  License;  Issuance;  Registration;  Renew- 
al; Waiver  of  Fee  for  Licentiates;  Registration  of 
Exempt  Persons  — adding  a new  subsection  permitting 
of  resignation  of  licensure. 

§ 32-1431.1,  Fees  — increasing  written  examination 
fees  from  Fifty  Dollars  ($50.00)  to  Seventy-Five  Dol- 
lars ($75.00). 

§ 32-1431.6,  Fees  — permitting  the  Board  to  deter- 
mine annual  re-registration  fees  based  on  budget 


appropriation  requirements  and  providing  uniform 
fees  limited  to  Five  Dollars  ($5.00)  minimum  and 
Twenty-Five  Dollars  ($25.00)  maximum  per  annum. 
§ 32-1451. A. B,  Grounds  for  Censure,  Probation,  Sus- 
pension or  Revocation  of  License;  Duty  to  Report; 
Unprofessional  Conduct  Hearing;  Decision  of  Board  — 
permitting  the  Board  to  investigate  informal  complaints 
from  licentiates,  medical  societies  or  the  Association. 
The  Association  was  further  urged  by  the  Board  of 
Medical  Examiners  (Arizona)  to  give  every  possible  con- 
sideration to  the  proposal  that  Arizona  Basic  Science 
Certification  requirements  be  abolished  for  doctors  of 
medicine  and  doctors  of  osteopathy.  RECEIVED. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Board  of  Directors  go  on  record  actively  supporting 
the  recommendations  of  its  Legislative  Committee  as 
relates  to  amendments  to  the  Medicine  and  Surgery  Act; 
and  that  counsel  be  requested  to  draft  the  appropriate 
bill. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT  12 
NOON. 

a # 

MEETING  RECONVENED  AT  2:27  P.M.,  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING 
SESSION  RESPONDING  “AYE”  TO  THE  ROLL  CALL 
WITH  THE  EXCEPTIONS  OF  HOWARD  W.  FINKE, 
M.D.,  JOHN  P.  HEILEMAN,  M.D.,  AND  EDWARD 
SATTENSPIEL,  M.D.,  WILLIAM  G.  PAYNE,  M.D., 
CHAIRMAN  - PROFESSIONAL  COMMITTEE,  JOIN- 
ING THE  AFTERNOON  SESSION  AS  GUEST,  RICH- 
ARD O.  FLYNN,  M.D.,  VICE  PRESIDENT  AND 
CHAIRMAN,  PRESIDING. 

LEGISLATIVE  COMMITTEE  (continued) 

Public  Health- Welfare  Bills 

The  Legislative  Committee  reviewed  the  following 
measures  proposed  for  introduction  by  Representative 
Frank  Kelley,  Chairman  of  Public  Health  and  Welfare 
Committee  of  the  Arizona  House  of  Representatives, 
28th  Arizona  Legislature,  Second  Regular  Session,  and 
recommended  support: 

1.  An  Act  Relating  to  Welfare;  Providing  for  an 
Increase  (from  $125.00  to  $185.00)  in  the  Amount 
Which  May  Be  Paid  as  Vendor  Payments,  and 
Amending  § 46-254,  A.R.S.  SUPPORTED. 

2.  An  Act  Relating  to  Insurance;  Defining  Hospital 
and  Medical  Service  Corporations;  Including  Care 
in  Extended  Care  Facilities  and  Home  Health 
Agencies  and  Services  of  Podiatrists  and  of  Person- 
nel under  a Physician,  and  Amending  § 20-822, 
A.R.S.  ACTIVE  SUPPORT. 

3.  An  Act  Relating  to  Sales  of  Securities;  Providing 
that  Certain  Non-Profit  Organizations  shall  be 
Subject  to  the  Authority  of  the  Securities  Division 
of  the  Arizona  Corporation  Commission;  Amending 
§ 44-1843  and  § 44-1848,  A.R.S.,  and  Making  an 
Appropriation.  SUPPORTED. 

4.  An  Act  Relating  to  Counties;  Providing  Care  for 
Indigent  Patients  in  Private  Hospitals;  Providing 
That  State  Welfare  Department  shall  Reimburse 
Each  County  for  Providing  Hospital  or  Medical 
Care  for  Indigents;  Amending  § 11-297,  A.R.S.; 
Amending  Title  11,  Chapter  2,  Article  7,  A.R.S.; 
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by  Adding  § 11-297.01,  and  Amending  Title  46, 
Chapter  2,  A.R.S.,  by  adding  Article  2.1.  A substi- 
tute bill  will  be  ready  early  next  week  providing 
for  medical  care  for  indigents  in  private  hospitals. 
County  will  pick  up  cost  for  indigents,  as  defined 
by  law,  to  be  reimbursed  from  State  Welfare 
Department.  SUPPORTED. 

5.  An  Act  Relating  to  Public  Health  and  Safety; 
Abolishing  the  State  Board  of  Health;  Creating  a 
New  State  Board  of  Health;  Providing  for  Organ- 
ization of  Board;  Authorizing  the  Board  to  Prepare 
and  Administer  or  Supervise  the  Administration 
of  a Comprehensive  State  Health  Plan  to  be  Imple- 
mented upon  Approval  by  the  Governor  and  the 
Surgeon  General;  Authorizing  the  Appointment  of 
a State  Health  Advisory  Council;  Making  a Con- 
tinuous Appropriation  of  Certain  Monies  to  Admin- 
ister the  Health  Plan;  Providing  for  Transfer  of 
Funds;  Amending  § 36-103,  A.R.S.;  Repealing 
§ 36-102,  A.R.S.,  and  Amending  Title  36,  Chapter 
1,  Article  1,  A.R.S.,  by  Adding  a New  § 36-102 
and  § 36-104.01  to  § 36-104.06,  Inclusive. 
Executive  Council  of  the  Arizona  Psychiatric  So- 
ciety advises  that  it  has  reviewed  the  proposed 
Kelley  Bill  and  cannot  endorse  the  principles  as 
presented  because  it  does  not  appear  to  provide  for 
an  adequate  structure  for  effecting  state-level  public 
health  planning,  services  and  coordination.  Changes 
were  suggested  and  made  in  the  Bill  which  should 
remove  this  objection. 

Reported  Arizona  State  Board  of  Health  is  enthusi- 
astic about  this  health  bill. 

Executive  Council  of  Arizona  Psychiatric  Society 
advises  cannot  endorse  the  principles  as  presented 
because  it  does  not  appear  to  provide  for  an  ade- 
quate structure  for  effecting  state-level  health 
planning,  services  and  coordination. 

TABLED  FOR  ADDITIONAL  INFORMATION. 

6.  An  Act  Relating  to  Public  Health;  Providing  for 
Licensing  and  Regulating  Clinical  Laboratories  and 
Blood  Banks;  Prescribing  Qualifications  for  Direc- 
tors of  Clinical  Laboratories  and  Blood  Banks; 
Providing  for  Administration  by  the  State  Health 
Department;  Prescribing  Penalties;  Amending  Title 
36,  A.R.S.,  by  Adding  Chapter  4.1,  Articles  1,  2 
and  3,  and  Making  an  Appropriation. 

Louis  Hirsch,  M.D.,  Chairman,  Ad  Hoc  Committee 
to  Study  Laboratory  Licensure,  Arizona  Society  of 
Pathologists,  urges  withholding  approval  until  fur- 
ther study  is  made. 

DEFERRED  ACTION  PENDING  FURTHER 
STUDY. 

Basic  Science  Certification 

Determined  to  take  no  action  with  regard  to  proposed 
desire  of  tire  Arizona  Board  of  Examiners  in  the  Basic 
Sciences  to  amend  its  Act  to  increase  from  twenty  to 
forty  dollars  its  application  fee  account  increased  admin- 
istrative costs. 

School  Eye  Safety  Law 

Determined  to  take  no  action  with  regard  to  proposed 
Model  School  Eye  Safety  Law  to  be  presented  to  the 
Arizona  Legislature  this  session  by  the  Arizona  Federa- 


tion of  Women’s  Clubs,  copy  of  which  was  forwarded 
by  the  Arizona  Society  for  the  Prevention  of  Blindness, 
Inc. 

Utilization  Review  — Non-Liability 

Determined  to  take  no  action  in  the  matter  of  re- 
introduction  of  Legislation  providing  for  non-liability 
of  Utilization  Review  Committee  or  Board  if  perform- 
ance is  without  gross  negligence  or  willful  misconduct, 
S.B.  223  failing  of  enactment  last  year. 

PKU  Test 

Determined  to  take  no  action  in  the  matter  of  re- 
introduction  of  legislation  providing  for  a Phenylketon- 
uria Test  for  newborn  children  (H.B.  134). 

District  Hospitals 

Approved  introduction  of  an  Act,  prepared  by  counsel, 
relating  to  Hospital  Districts;  providing  for  the  com- 
position of  the  Board  of  Directors  (not  to  exclude  a 
practicing  physician  as  at  present),  amending  Section 
36-1238,  A.R.S. 

WICHE  — Indenture 

Approved  introduction  of  an  Act,  prepared  by  counsel, 
relating  to  Education;  providing  for  elimination  of  con- 
tract with  student  certified  for  benefits  of  education 
under  compact  for  Western  Regional  Cooperation  in 
Higher  Education;  providing  for  non-interference  with 
existing  contracts  (initially  desired  declared  inoperative 
— null  and  void,  but  found  unconstitutional);  repealing 
Section  15-764  and  amending  Title  15,  Chapter  7,  Article 
4,  A.R.S.,  by  adding  a new  Section  15-764. 

Professional  Licensing  Boards 

H.B.  20  an  Act  relating  to  Professions  and  Occupa- 
tions; establishing  a State  Department  of  Occupational 
Licensing;  providing  for  appointment  of  Director;  pre- 
scribing powers  and  duties;  authorizing  Examining 
Boards  and  prescribing  their  powers  and  duties;  repealing 
Title  32,  A.R.S.,  amending  A.R.S.  by  adding  a new  Title 
32,  Chapter  1,  Articles  1 and  2,  and  repealing  Sections 
20-287  to  20-296,  inclusive,  20-303,  20-305,  20-306.01, 
20-307,  20-310,  20-312,  and  20-314  to  20-317,  inclusive, 
A.R.S.,  was  introduced  January  9,  1968,  in  the  Second 
Regular  Session  of  the  28th  Arizona  State  Legislature. 

Previously,  the  Board  in  meeting  held  November  12, 
1967,  authorized  opposition  to  any  such  proposal  of  con- 
solidation of  all  professional  licensing  boards  should  a 
measure  be  introduced,  calling  attention  to  the  fact  that, 
in  addition  to  the  important  function  of  licensing,  the 
Board  of  Medical  Examiners  is  legally  responsible  for 
the  disciplining  of  licentiates.  Counsel  asked  the  physi- 
cians to  join  with  the  lawyers  in  opposition  to  such 
legislation  (H.B.  20). 

It  was  regularly  moved  and  unanimously  c arried  that 
this  Association  actively  oppose  House  Bill  20;  and  that 
Dr.  Dysterh  lt  be  instructed  to  appoint  whatever  repre- 
sentation necessary  to  meet  with  the  appropriate 
agencies 

ICA  Fee  Schedule 

Approved  introduction  of  an  Act,  prepared  by  counsel, 
relating  to  the  Industrial  Commission;  providing  for 
payment  to  physicians  of  Usual  and  Customary  Fees, 
amending  Section  23-908  and  Section  23-1082,  A.R.S. 

Optometry 

Counsel  called  attention  to  legislation  being  proposed 
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by  Optometrists:  (1)  providing  for  Freedom  of  Choice  of 
a practitioner  in  the  field  of  Eye  Care  in  connection  with 
Public  Assistance  Programs,  allowing  for  injunctions  to 
prevent  violations;  and  (2)  providing  that  the  Subscriber 
shall  have  Freedom  of  Choice  to  select  an  Optometrist 
or  Physician  and  Surgeon  skilled  in  Diseases  of  the  Eye 
to  provide  vision  care  services  under  Hospital  and  Med- 
ical Service  Contracts,  Disability  Service  Contracts,  and 
Group  Disability  Contracts,  S.B.  If2  introduced  January 
23,  1968,  in  the  Second  Regular  Session  of  the  Arizona 
State  Legislature  deals  with  the  latter  measure  referred 
to. 

It  was  determined  to  oppose  such  legislation. 

Crippled  Children’s  Services 

The  Arizona  State  Legislature  in  Third  Special  Session 
enacted  House  Bill  31,  becoming  Chapter  17,  A.R.S., 
making  an  appropriation  to  the  Arizona  State  Board  of 
Crippled  Children’s  Services  in  an  amount  of  $319,165.00, 
including  a sum  of  $241,509.00  for  professional  services 
and  in  and  out  patient  care,  with  the  provision  that  the 
Crippled  Children’s  Hospital  facility  in  Phoenix  shall  be 
used  to  reasonable  maximum  capacity  before  other  con- 
tract hospital  facilities  are  used,  except  in  instances 
where  emergencies,  over-flow  conditions,  or  medical 
technology  make  such  usage  impracticable.  Such  monies 
are  to  become  available  beginning  January  1,  1968. 

Authorized  a letter  to  be  directed  to  the  Appropria- 
tions Committee  of  the  House  expressing  the  appreciation 
of  this  Association  in  the  enactment  of  House  Bill  31 
(Chapter  17)  during  the  Third  Special  Session  of  the 
Legislature;  however,  expressing  concern  as  to  limitation 
of  the  use  of  the  appropriation  “that  the  crippled  chil- 
dren’s hospital  facility  in  Phoenix  shall  be  used  to  reason- 
able maximum  capacity  before  other  contract  hospital 
facilities  are  used  . . .”.  Having  in  mind  professional 
services  rendered  in  Southern  Arizona  (Tucson),  it  is  felt 
unwise  in  most  cases  to  separate  children  from  their 
parents. 

MEDICAL  ECONOMICS  COMMITTEE 

OCHAMPUS 

Expressed  desire  to  continue  as  third-party  to  the 
contract  with  the  United  States  of  America,  Department 
of  the  Army,  and  the  Arizona  Blue  Shield  Medical  Serv- 
ice, referable  to  the  Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services,  and  authorized  so  advising 
OCHAMPUS. 

Voluntary  Health  Agencies 

Authorized  hosting  a reception  and  dinner  to  mem- 
bers and  staff  of  the  AM  A Council  on  Voluntary  Health 
Agencies,  including  official  representatives  of  Western 
States  Medical  Associations  and  members  of  the  ArMA 
Sub-Committee  on  Voluntary  Health  Agencies,  Friday 
evening,  February  2,  1968. 

ICA  Negotiations 

In  the  absence  of  Ian  M.  Chesser,  M.D.,  Chairman, 
Medical  Economics  Committee,  no  report  available. 

PROFESSIONAL  COMMITTEE 

Physical  Examination  Standard 

Previously,  the  Board  approved  use  of  a standard 
health  record  form  in  all  colleges  in  Arizona.  It  is  now 
recommended  that  a standard  form  of  physical  examina- 
tion be  sought  involving  institutions  of  higher  learning, 
including  junior  colleges. 


Authorized  correspondence  with  institutions  to  obtain 
reaction  and  opinion. 

Salaried  Physicians  Survey 

Supported  proposed  survey  to  ask  all  state-level  or- 
ganizations to  delineate  problems  and  make  recommenda- 
tions regarding  full-time  salaried  physicians  relucent  to 
and/or  peculiar  to  their  homogeneous  identification,  to 
include  both  full-time  and  part-time  physicians. 
Membership  Resignation 

Accepted  the  resignation  of  Fred  H.  Landeen,  M.D., 
as  a member  of  the  Professional  Committee,  it  being 
understood  he  will  continue  to  serve  as  a member  of  the 
Sub-Committee  on  Aging  and  General  Medicine,  chaired 
by  Harold  W.  Kohl,  Jr.,  M.D. 

Telephone  Advise 

For  information,  the  Professional  Committee  went  on 
record  that  charging  or  receiving  a fee  (by  physicians) 
for  professional  telephone  advice  be  left  entirely  to  the 
discretion  of  the  individual  doctor. 

Governor’s  Council  on  Aging 

Approved  nomination  of  Harold  W.  Kohl,  Jr.,  M.D., 
Chairman  of  the  Subcommittee  on  Aging  and  General 
Medicine,  as  member  of  the  Governor’s  Advisory  Com- 
mittee to  the  Council  on  Aging,  replacing  Arnold  H. 
Dysterheft,  M.D.,  resigned. 

Immunization 

Authorized  an  additional  appropriation  of  $2,399.69 
to  cover  balance  of  1967  expenditures  associate  with  the 
statewide  immunization  program  completed. 

AMES  Program 

Adopted  the  following  resolution  relating  to  the  Air 
Medical  Evacuation  System  proposed  for  Arizona: 

WHEREAS,  highway  safety  and  adequate  care  of 

victims  of  highway  accidents  is  of 
concern  to  all  of  us;  and 

WHEREAS,  it  has  been  demonstrated  in  the  Viet- 
nam military  activities  that  helicopter 
evacuation  of  war  casualties  result  in 
a marked  decrease  in  the  mortality 
rate  due  to  early  medical  and  surgical 
attention;  and 

WHEREAS,  Arizona  State  University  has  taken 
especial  interest  in  applying  helicopter 
service  to  civilian  highway  accidents 
in  order  to  give  rapid  and  early  de- 
livery of  victims  to  proper  area  medical 
facilities;  and 

WHEREAS,  Arizona  State  University  has  an  orig- 
inal proposal  for  study  of  the  prob- 
lems which  will  result  in  conclusions 
of  national  importance;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association, 
Inc.  enthusiastically  endorses  the  pri- 
mary concept  of  the  program  at  Ari- 
zona State  University;  and  be  it 
further 

RESOLVED,  that  the  Arizona  Medical  Association, 
Inc.,  through  its  Board  of  Directors 
encourage  participation  by  physicians 
“in  land”  consultation  in  the  amount 
of  $3,000.00. 

Medical  Legislation 

Professional  Committee  recommends  that  ArMA  base 
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its  recommendation  for  approval  on  any  proposed  medi- 
cal legislation  that  alters  the  current  structure  that  either 
it  affects  integration  of  statewide  medical  planning  and 
services  at  the  lowest  possible  political  entity  or  minimal- 
ly is  clearly  piecemeal  legislation  in  the  direction  of  the 
goal  of  statewide  integration  of  medical  planning  and 
services  primarily  under  the  direction  of  a qualified 
physician.  This  was  brought  about  in  discussion  of  men- 
tal health  legislation  and,  inasmuch  as  action  on  this  sub- 
ject was  previously  taken  during  this  meeting,  no  further 
action  in  this  regard  indicated. 

Maternity  Homes 

Supported  the  recommendation  that  the  Arizona  State 
Board  of  Health  discontinue  licensing  of  maternity  homes. 

Podiatrists 

Tabled  the  matter  of  introduction  of  a resolution  in 
the  ArMA  House  of  Delegates  in  annual  meeting  April 
next,  regarding  hospital  staff  privileges  for  Podiatrists. 

Osteopaths 

Authorized  introduction  by  the  Board  of  Directors  of 
a Resolution  in  the  ArMA  House  of  Delegates  in  annual 
meeting  April  next,  extending  an  invitation  to  members 
of  the  Arizona  Osteopathic  Medical  Association  to  attend 
the  annual  scientific  sessions  of  this  Association. 

Liaison  with  ASNA 

Appointed  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson),  Rich- 
ard O.  Flynn,  M.D.  (Tempe),  Howard  C.  Lawrence,  M.D. 
(Phoenix),  James  E.  Lett,  M.D.  (Phoenix),  Dermont  W. 
Melick,  M.D.  (Tucson),  and  William  G.  Payne,  M.D. 
(Tempe),  latter  to  serve  as  Chairman,  members  of  a Sub- 
committee on  Nursing  of  the  Professional  Committee,  to 
act  as  liaison  with  a similar  committee  of  the  Arizona 
State  Nurses’  Association,  when  appointed,  for  the  pur- 
pose of  discussing  doctor/ nurse  problems  of  mutual  in- 
terest, each  group  being  individually  responsible  to  its 
parent  organization,  any  financing  to  be  shared  equally. 

PUBLIC  RELATIONS  COMMITTEE 

Woman’s  Auxiliary  Dues 

Tabled  the  matter  of  proposed  introduction  by  the 
Board  of  Directors  of  a Resolution  increasing  the  annual 
dues  of  ArMA  $7.00  per  annum,  this  amount,  when  col- 
lected, to  be  transferred  to  the  Woman’s  Auxiliary  of  the 
Arizona  Medical  Association,  until  such  time  as  the 
Treasurer  of  ArMA  submits  his  report  on  1969  Budget 
requirements. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Blue  Shield  Corporation 

Board  of  Directors  of  Blue  Shield  agrees  to  participate 
in  the  financing  of  the  annual  meeting  of  ArMA,  April 
next,  to  the  extent  of  $4,000.00,  representing  the  Blue 
Shield  Corporate  Body’s  expense  in  the  conduct  of  its 
annual  meeting  held  concomitantly. 

COMMUNICATIONS 

Maricopa  County  Attorney 

N.  Warner  Lee,  Deputy  Maricopa  County  Attorney, 
commends  the  Board  of  Medical  Examiners  and  members 
of  this  Association  for  their  attitude  and  cooperation  in 
the  case  of  State  v.  Charles  Keever,  M.D.  RECEIVED. 
Florence  Crittenton  Home,  Inc. 

Authorized  payment  of  co-sponsor  fee  in  the  sum  of 
$50.00,  payable  to  the  Florence  Crittenton  Home,  Inc. 
(Phoenix),  associate  with  its  conduct  of  a meeting  on  sex 
education  March  18  and  19,  1968. 


Staff  Bonus 

The  Central  Office  Staff  in  a jointly  signed  letter  ex- 
press appreciation  and  thanks  for  the  Christmas  Bonus. 
RECEIVED. 

Community  Hospital-Chandler 

Question  was  raised  by  the  Community  Hospital  of 
Chandler  as  to  whether  ArMA  feels  as  it  does,  that  all 
doctors  applying  for  staff  privileges  should  carry  their 
own  malpractice  insurance,  and  whether  hospitals  are 
out  of  order  requiring  evidence  of  such  coverage  as  one 
of  the  qualifications  for  appointment  to  the  hospital’s 
medical  staff.  The  matter  was  referred  to  counsel  and 
he  has  rendered  an  opinion.  It  was  directed  that  a copy 
be  filed  with  Community  Hospital  in  Chandler. 

AMA  Medicine  and  Religion 

The  American  Medical  Association  advises  that  Albert 
G.  Wagner,  M.D.  (Phoenix)  has  been  invited  to  accept 
membership  on  its  Committee  on  Medicine  and  Religion 
for  the  calendar  year  1968,  as  authorized  by  the  Board 
of  Trustees.  It  is  understood  Dr.  Wagner  has  accepted 
the  assignment. 

MEETING  ADJOURNED  AT  5:08  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  Sunday,  Febru- 
ary 11,  1968,  in  the  Central  Office  of  the  Association, 
Suite  201,  Safari  Building,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  10:30  a.m.,  Harvey  G. 
Brown,  M.D.,  Acting  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Brown,  Harvey  G.,  Acting  Chairman; 
Dudley,  Jr.,  Arthur  V.,  President-Elect;  Dysterheft,  Ar- 
nold H.,  President;  Hardenbrook,  Richard  G.;  Heileman, 
John  P.,  Secretary;  Melick,  Dermont  W. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

Guests:  Messrs.  Dutwiler,  Richard  H.  (National  Casual- 
ty Company);  Foster,  John  C.  (Executive  Director  Ari- 
zona Blue  Cross-Blue  Shield);  Littlefield,  George  B.  (Na- 
tional Casualty  Company);  Robert  G.  Sharp,  Manager 
Retirement  Plans  Division  Cal-Westem. 

EXCUSED:  Drs.  Carreras,  Miguel  A.,  Chesser,  Ian  M., 
Chairman:  Hoffmann,  George  L,  McDonald,  Richard  T., 
McGregor,  Jr.,  John  G.,  Ricker,  John  H.,  Spencer, 
Steven  S. 

MINUTES 

Minutes  of  the  meeting  of  the  Medical  Economics 
Committee  held  October  15,  1967,  approved. 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT  — GROUP  PROGRAM 

Mr.  Richard  H.  Dutwiler,  General  Manager  of  the 
Southern  California  Agency  of  the  National  Casualty 
Company  of  Detroit,  on  invitation,  appeared  before  this 
Committee  along  with  Mr.  George  B.  Littlefield,  District 
Agent,  for  the  purpose  of  reviewing  the  experience  under 
the  group  (Policy  G-2075)  accident  and  sickness  program 
sponsored  by  this  Association.  The  program  was  instituted 
in  1953  and  benefit  payments  in  excess  of  $500,000.00 
have  been  paid  over  the  past  10  year  period.  This  repre- 
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sents  a loss  ratio  of  75.7%  of  tire  total  premium  paid. 
Administrative  costs,  commissions,  etc.  are  not  included 
in  this  figure.  This  is  an  unfavorable  result.  Approxi- 
mately 416  members  are  participating  in  the  program. 
One  premium  adjustment  was  effected  in  the  15  year 
history  of  this  underwriting  in  the  year  1957,  and  tire 
extended  coverage  plans  since  inception  in  1955  through 
the  year  1966,  or  a total  accumulation  over  the  past  12 
years  produces  an  incurred  loss  ratio  of  111.8%.  The 
basic  program  has  had  a consistently  unfavorable  loss 
ratio,  whereas  the  Extended  Coverage  Plan  has  its  ‘peaks 
and  valleys.” 

A premium  rate  increase  for  the  older  age  group  is 
proposed  together  with  a reduction  of  the  premium  rates 
for  the  younger  doctors  in  order  to  attract  them  into  the 
program.  In  addition  to  the  premium  schedule  submitted, 
it  is  further  proposed  to  include;  (1)  waiver  of  premium; 
(2)  a recurrence  disability  provision  (sickness);  (3)  passen- 
ger air  coverage  both  commercial  and  private  airplane, 
including  pilot  coverage  (optional);  (4)  redundant  clause; 
and  (5)  conversion  privilege.  Deleted  from  the  contract 
will  be  hospital  and  nurse  coverage  and  renewal  beyond 
age  70  for  those  becoming  insured  after  July  15,  1968. 
It  was  further  proposed  to  re-open  the  registration  for 
a period  of  60  days. 

As  an  explanation  to  the  so  called  “redundant”  clause 
and  what  it  stands  for,  National  Casualty  Company  ad- 
vised that  actually  it  is  nothing  more  or  less  than  an 
emphasis  of  the  accident  provisions  of  the  contract.  In 
effect,  a redundant  clause  says  the  same  thing  as  the 
part  of  the  insuring  cause  relating  to  accident.  It  does 
not  change  the  contract  in  any  way.  In  the  instance  of 
an  insured  who  is  on  claim  for  a sickness  and  then 
suffers  a serious  accident,  the  insured  would  continue 
to  receive  benefits,  but  of  course,  he  is  not  paid  for  both 
causes  of  loss.  He  would,  however,  be  paid  for  the  loss 
causing  the  greater  disability. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Medical  Economics  Committee  go  on  record  as 
supporting  these  changes  as  regards  the  disability  (acci- 
dent and  sickness)  program  and  so  recommends  to  the 
Board. 

CALIFORNIA-WESTERN  STATES  LIFE 
INSURANCE  COMPANY 
GROUP  LIFE  INSURANCE  PROGRAM 

Mr.  George  B.  Littlefield,  District  Agent  for  the  Cali- 
fornia-Western States  Life  Insurance  Company,  reviewed 
the  experience  covering  this  group  life  insurance  program 
sponsored  by  this  Association.  For  1967,  earned  premium 
amounted  to  $63,324.00;  incurred  claims  (including  7V2% 
increased  insurance  benefit  terminating  June  30,  1968) 
$53,466.00;  resulting  in  a claim  ratio  of  84.4%.  The 
experience  from  the  inception  of  the  program  through 
1967  reflects  an  earned  premium  of  $288,308.00;  in- 
curred claims  (including  the  7V2%  increased  insurance 
benefit)  $203,930.00;  reflecting  a claim  ratio  of  70.7%. 
As  of  December  31,  1967,  328  policies  are  in  force  with 
dependent  riders  of  134.  As  of  February  7,  1968,  one 
claim  is  on  waiver  of  premium;  and  three  claims  have 
waiver  of  premium  pending.  One  of  these  latter  cases 
has  been  satisfactorily  determined  upon  in  favor  of  the 
insured  who  paid  his  premiums  on  an  annual  rather 


than  a semi-annual  basis  and  will  receive  an  appropriate 
refund. 

Variable  Retirement  Annuity 

Mr.  Robert  G.  Sharpe,  Manager  of  Retirement  Plans 
Division  of  the  California-Western  States  Life  Insurance 
Company  was  present,  on  invitation,  and  reviewed  the 
availability  for  the  first  time  of  Group  Variable  Retire- 
ment Annuity  Contracts  underwritten  by  his  company. 
This  coverage  could  complement  “Tax  Sheltered”  Re- 
tirement Plants  (H.R.  10  — Keogh).  It  is  anticipated  that 
the  members  will  be  apprised  of  this  program.  Detailed 
information  thereon  will  be  made  available. 

MEETING  ADJOURNED  FOR  LUNCHEON 
AT  1:10  P.M. 

# * # * # 

MEETING  RECONVENED  AT  2:30  P.M.,  ALL  MEM- 
BERS PRESENT  DURING  THE  MORNING  SESSION 
RESPONDING  “AYE”  TO  THE  ROLL  CALL  WITPI 
THE  EXCEPTION  OF  RICHARD  G.  HARDEN- 
BROOK,  M.D.,  HARVEY  G.  BROWN,  M.D.,  ACTING 
CHAIRMAN. 

VOLUNTARY  HEALTH  AGENCIES 

Dermont  W.  Meliek,  M.D.,  Chairman  of  ArMA  Sub- 
committee on  Voluntary  Health  Agencies  and  member  of 
the  AM  A Council  on  Voluntary  Health  Agencies,  re- 
ported the  results  of  meeting  held  Saturday,  February 
3,  1968,  arranged  for  and  sponsored  by  the  AMA  Council 
on  Voluntary  Health  Agencies  with  State  Medical  Asso- 
ciation representatives  of  the  western  states.  To  this 
meeting  was  invited  representatives  of  various  state 
health  agencies.  An  active  local  participation  in  the 
varying  activities  of  such  Voluntary  Health  Agencies 
was  encouraged.  This  will  be  the  program  of  the  recently 
activated  subcommittee  of  this  Association. 

Psychiatric  Treatment  of  Children 

The  desire  and  objective  of  Kent  E.  Durfee,  M.D.,  in 
establishing  a foundation  for  psychiatric  treatment  of 
children  who  cannot  afford  to  pay  was  referred  to  this 
Committee  for  review  and  given  consideration.  The  ob- 
jective is  commendable.  Development  of  an  appropriate 
sponsor  or  sponsors  appears  to  be  the  immediate  need. 

VETERANS  ADMINISTRATION 
MEDICAL  SERVICE  FEES 

The  Yuma  County  Medical  Society,  by  letter  dated 
December  11,  1967,  called  attention  to  what  it  views  as 
discrimination  by  the  Veterans  Administration  in  Phoenix 
regarding  payment  for  medical  services  rendered  eligible 
veterans  involving  service-connected  disabilities.  It  is 
the  custom  of  Veterans  Administration  to  pay  for  such 
services  to  the  extent  that  they  do  not  exceed  maximum 
rates  established  by  a fee  schedule  which  may  be  nego- 
tiated with  the  Arizona  Medical  Association.  In  the 
absence  of  such  schedule,  it  is  customary  to  pay  the 
maximum  rates  established  by  the  Veterans  Administra- 
tion despite  the  fact  that  the  physician  is  privileged  to  bill 
the  fees  he  normally  charges  the  general  public.  No  such 
fee  schedule  has  been  negotiated;  actually,  a fee  of 
$5.00  for  an  office  visit  is  stated  as  the  maximum  allow- 
ance under  existing  Veterans  Administration  regulations. 
Outpatient  treatment  by  specialists  (board  certified)  are 
higher.  The  members  of  the  Yuma  County  Medical 
Society  have  determined  to  refuse  to  recognize  the 
veteran’s  Veterans  Administration  card  for  service  until 
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such  time  as  discrimination  in  payment  of  fees  is  cor- 
rected. In  order  that  no  person  will  go  without  treatment, 
the  doctor  will  care  for  the  veteran  as  a private  patient, 
being  paid  for  services  by  the  patient,  the  veteran  to  look 
to  Veterans  Administration  for  reimbursement. 

It  was  directed  that  the  Yuma  County  Medical  Society 
be  furnished  copies  of  substitute  resolution  Nos.  6 and  7, 
adopted  by  the  House  of  Delegates  of  this  Association, 
April  29,  1967,  which  in  effect  calls  upon  the  physicians 
of  the  Association  to  endorse  and  employ  the  individual 
usual,  customary  and  reasonable  fee  concept  in  estab- 
lishing charges  for  all  persons  or  groups  of  persons, 
regardless  of  the  source  or  sources  of  funds,  be  they 
federal,  state,  county,  city  or  other  political  sub-division, 
or  be  they  charitable  or  private  or  personal. 

ICA  NEGOTIATIONS 

In  the  absence  of  the  Chairman,  Dr.  Chesser,  his  de- 
tailed report  on  the  status  of  negotiations  with  the  Indus- 
trial Commission  of  Arizona  to  effect  the  establishment 
of  the  usual,  customary  and  reasonable  fee  concept  was 
not  available. 

It  was  noted  that  since  the  last  meeting,  ICA  has 
determined  to  recognize  the  UCR  fee  concept  as  pertains 
to  the  payment  of  professional  services  in  the  specialty 
field  of  anesthesiology;  further,  that  it  has  agreed  to  the 
abrogation  of  the  policy  of  payment  of  a “flat  per  diem 
rate”  associated  with  hospital  services  to  the  newly 
established  concept  of  “billed  charges.”  This,  in  effect, 
follows  the  UCR  concept  and  is  based  upon  costs  cover- 
ing the  individual  patient  and  individual  hospital. 

It  is  understood  that  the  “surgeon”  and  “internists” 
in  Arizona  have  determined  upon  the  UCR  billing  con- 
cept. It  was  determined  to  give  Dr.  Chesser  authority 
to  proceed  with  services  of  these  two  categories. 

Report  — Arizona  Hospital  Asociation  — 

Pathologists  and  Radiologists 

The  Arizona  Hospital  Association  advises  in  the  matter 
of  ICA  reimbursement  to  hospitals  and  hospital-based 
physicians,  that  hospitals  were  being  reimbursed  on  a 
per  diem  basis.  Pathologists  and  radiologists,  who  were 
biling  separately  for  their  services  on  hospital  patients, 
were  not  reimbursed  by  ICA  for  industrial  cases.  It  was 
the  understanding  that  the  President  of  the  Arizona  State 
Society  of  Radiologists  and  the  Arizona  State  Society  of 
Pathologists  would  be  contacted  prior  to  negotiations 
with  the  Industrial  Commision  by  AHA.  Effort  was  made 
to  reach  the  presidents  of  these  two  societies  but  to  no 
avail.  It  was  pointed  out  that,  effective  January  21,  1968, 
the  approach  from  a per  diem  to  a “billed  charge”  reim- 
bursement has  been  accomplished.  With  this  method 
the  problem  of  hospital-based  physicians  billing  separate- 
ly, it  did  appear,  would  be  resolved.  RECEIVED. 
Welfare  Appropriations 

It  was  mentioned  that  William  N.  Henry,  M.D.,  cur- 
rently a member  of  the  Arizona  Welfare  Board  had  con- 
tacted the  Central  Office  calling  attention  to  the  fact 
that  he  had  recently  appeared  before  the  Senate  Appro- 
priation Committee  testifying  in  the  matter  of  that 
board’s  appropriation  request.  It  was  apparent  that  the 
Legislators  were  not  informed  as  to  the  application  of 
the  usual,  customary  and  reasonable  fee  concept  involved 
in  the  presentation.  It  was  his  feeling  that  ArMA  should 
represent  all  of  the  doctors  in  the  various  specialties  and 


general  practice  when  dealing  with  the  various  branches 
of  government.  It  was  suggested  that  Dr.  Chesser  be 
apprised  of  this  thought. 

CHAMPUS  CONTRACT 

Chester  G.  Bennett,  M.D.  (Phoenix),  by  letter  dated 
January  9,  1968,  expressed  dissatisfaction  with  the  form 
of  “certification  by  source  of  care”  appearing  on  claim 
forms  for  professional  services  rendered  associated  with 
the  CHAMPUS  (Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services)  program.  It  reads:  “I  certify 
that  the  services  and/ or  supplies  listed  hereon  were 
performed  or  authorized  by  the  attending  physician, 
dentist  or  other  professional  personnel  in  charge,  that 
payment  due  from  the  Government  has  not  been  re- 
ceived, and  that,  except  for  the  amount  payable  by  the 
patient  in  accordance  with  the  terms  of  the  Civilian 
Health  and  Medical  Program  of  the  Uniformed  Services, 
the  amount  paid  by  the  Government  will  be  accepted  as 
payment  in  full  for  the  authorized  services  and/or  sup- 
plies listed  hereon.”  Dr.  Bennett  feels  that  this  is  not 
in  keeping  with  the  preservation  of  the  concept  of  “usual, 
customary  and  reasonable”  fees.  It  was  requested  that 
this  matter  be  taken  under  advisement. 

DEFERRED  COMPENSATION  PLAN 
FOR  PHYSICIANS 

Mr.  John  C.  Foster,  Executive  Director,  Arizona  Blue 
Cross/Blue  Shield,  on  invitation,  appeared  before  the 
Committee  advising  they  had  nothing  further  to  report 
as  regards  the  suggested  deferred  Compensation  Plan 
for  Physicians,  participating  members  of  the  Blue  Shield 
Medical  Service  of  Arizona.  The  attorney  for  the  Plan 
is  reluctant  to  recommend  acceptance  of  the  proposal 
because  of  its  considerable  ethics  liability. 

SALARIED  HOSPITAL  PHYSICIAN 
EMPLOYEES 

The  Professional  Committee  of  this  Association,  in 
meeting  held  October  8,  1967,  reviewed  information 
submitted  by  the  Professional  Committee  of  Arizona 
Blue  Shield  Medical  Service  to  the  effect  that  Blue 
Shield  claims  are  being  submitted  by  physicians  who 
are  full-time  salaried  employees  of  hospital  staffs.  It  is 
stated  that  such  professional  services  are  administered 
to  inpatients  and  claims  for  such  services  subsequently 
submitted.  It  is  the  understanding  that  professional  serv- 
ices rendered  by  full-time  salaried  hospital  employees 
come  under  the  category  of  coverage  under  another 
contract,  included  in  the  per  diem  reimbursement  payable 
through  the  Blue  Cross  portion  of  the  subscriber’s  con- 
tract; therefore,  no  additional  entitlement  is  available  to 
such  physicians  through  Blue  Shield  sources.  The  Pro- 
fessional Committee  of  this  Association  concurred  in 
such  opinion  and  referred  the  matter  to  the  Board  of 
Directors  for  concurrence  therein  and  notification  of  the 
members.  The  latter  Board  sought  additional  facts  and 
sought  same  of  the  Blue  Shield  plan. 

Mr.  Foster,  present,  stated  that  there  appears  to  be 
two  questions  to  be  answered;  (1)  should  Blue  Shield 
pay  for  such  full-time  hospital  based  physician  services; 
and  (2)  what  is  or  should  be  the  policy  for  payment  of 
services  to  hospital  based  physicians  employed  full-time. 
It  is  the  feeling  of  Blue  Shield  that  policy  should  be 
determined  by  ArMA.  Dr.  Melick  reported  diat  during 
a recent  meeting  of  the  Board  of  Directors  of  Blue 
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Shield  an  Ad  Hoc  Committee  on  Hospital  Based  Phy- 
sicians and  Blue  Shield  Billing  was  appointed  for  the 
purpose  of  surveying  the  problem  and  charged  to  under- 
take the  following:  (a)  Review  state  activities  wherein 
the  billing  procedure  carried  out  by  hospital  based 
physicians  against  Blue  Shield  has  been  solved  to  the 
satisfaction  of  everyone  concerned;  and  (b)  To  review 
the  situation  in  the  State  of  Arizona  and  to  come  up 
with  recommendations  that  will  allow  for  satisfactory 
resolution  of  the  problem.  It  is  the  hope  that  the  Com- 
mittee will  be  in  position  to  conclude  its  deliberations 
in  advance  of  the  Annual  Meeting  in  order  to  present 
its  conclusions  and  possible  recommendations  and  if 
indicated,  recommend  the  presentation  of  an  appropriate 
resolution  for  introduction  in  the  House  of  Delegates  of 
this  Association. 

It  was  determined  that  the  members  of  the  Medical 
Economics  Committee  should  participate  in  the  delib- 
erations of  the  Ad  Hoc  Committee  of  Blue  Shield. 
MEETING  ADJOURNED  AT  3:45  P.M. 

John  P.  Heileman,  M.D.,  Secretary 


ArMA  Liaison  Committee  with  ArHA 

Meeting  of  the  ArMA  Liaison  Committee  with  the 
Arizona  Hospital  Association  held  Monday,  February  19, 
1968,  in  the  Central  Office,  Suite  201,  4601  North  Scotts- 
dale Road,  Scottsdale,  Arizona,  convened  at  8:00  P.M., 
Robert  A.  Price,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Brooks,  Jack  E.;  Kent,  Melvin  Lloyd; 
Price,  Robert  A.,  Chairman;  Taylor,  Ashton  B. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED:  Drs.  Dudley,  Jr.,  Arthur  V.,  President- 
Elect;  Dysterheft,  Arnold  H.,  President;  Heileman,  John 
P.,  Secretary;  Melick,  Dermont  W.;  Mertz,  George  H. 

MINUTES 

The  minute  of  the  October  16,  1967,  meeting  was 
approved  as  distributed. 

PROGRESS  REPORT 

Dr.  Price  reviewed  the  status  of  the  survey  conducted 
November  1,  1967,  pointing  out  that  of  the  39  hospitals 
surveyed,  responses  were  received  from  17  hospitals. 
Some  of  the  responses  were  from  the  governing  board 
chairman  and  some  from  the  hospital’s  chief-of-staff. 

It  was  the  consensus  that  considerable  progress  and 
groundwork  had  been  accomplished  toward  the  goal  of 
including  physicians  as  voting  members  of  hospital 
boards. 

It  was  regularly  moved  and  unanimously  carried  that 
a follow-up  letter  be  directed  to  the  chiefs-of-staff  of 
those  hospitals  that  did  not  respond,  in  an  attempt  to 
complete  the  survey. 

MEETING  ADJOURNED  9:06  P.M. 

John  P.  Heileman,  M.D. 

Secretary 

By  Bruce  E.  Robinson 

Assistant  Executive  Secretary 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  Sunday,  February  18, 


1968,  in  the  Convention  Center  of  the  Safari  Hotel,  4611 
North  Scottsdale  Road,  Scottsdale,  Arizona,  convened  at 
10:55  a.m.,  William  G.  Payne,  M.D.,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Baker,  Earl  J. ; Dysterheft,  Arnold 
IT,  President;  Heileman,  John  P.,  Secretary;  Helme, 
William  B.;  Payne,  William  G.,  Chairman;  Wagner, 
Albert  G. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

Guest:  Dr.  Spendlove,  George  A.,  Commissioner,  Ari- 
zona State  Department  of  Health. 

EXCUSED:  Drs.  Antos,  Robert  J.;  Dexter,  Richard  A.; 
Dudley,  Jr.,  Arthur  V.,  President-Elect;  Fife,  Ray;  Gane- 
lin, Robert  S.;  Kohl,  Jr.,  Harold  W.;  McDaniel,  W.  Shaw; 
May,  Deraid  G.;  Melick,  Dermont  W.;  Schaller,  Donald 
F.;  Wood,  MacDonald. 

MINUTES 

Approved  minute  of  the  Professional  Committee  held 
December  10,  1967. 

BOARD  OF  DIRECTORS  — ACTIONS  - 

The  Board  of  Directors,  in  meeting  held  January  14, 
1968,  received  the  previous  report  and  recommendations 
of  the  Professional  Committee  and  acted  thereon  as 
follows: 

PHYSICAL  EXAMINATION  STANDARD 

Approved  correspondence  with  Arizona  Universities, 
Junior  Colleges  and  Private  Colleges  in  the  hope  of 
scheduling  a meeting  with  interested  parties  for  the 
purpose  of  reviewing  and  possibly  developing  a standard 
physical  examination  reporting  form  for  student  health 
examinations.  Dr.  Baker  suggested  that  such  form  should 
include  an  immunization  record  (diphtheria,  tetanus,  etc.); 
further  expressing  the  wish  that  he  be  present  at  such 
meeting,  if  and  when  scheduled. 

SALARIED  PPIYSICIAN  SURVEY 

Supported  a proposed  survey  to  ask  all  state-level 
organizations  to  delineate  problems  and  make  recom- 
mendations regarding  full-time  salaried  physicians  re- 
lucent  to  and/ or  peculiar  to  their  homogenous  identifica- 
tion, to  include  both  full-time  and  part-time  physicians. 
It  was  reported  that  the  Board  of  Directors  of  Blue 
Shield  recently  authorized  a somewhat  similar  survey, 
the  ad  hoc  committee  appointed  to  be  chaired  by  Dr. 
Melick.  It  was  determined  to  await  the  results  of  this 
effort  before  proceeding  further  to  carry  out  the  wishes 
of  this  committee.  Their  report  may  well  suffice. 
MEMBERSHIP  RESIGNATION 

Accepted  the  resignation  of  Fred  PI.  Landeen,  M.D., 
as  a member  of  this  Professional  Committee. 
TELEPHONE  ADVICE 

Received  the  position  statement  of  the  Professional 
Committee  that  charging  or  receiving  a fee  (by  physi- 
cians) for  professional  telephone  advice  be  left  entirely 
to  the  discretion  of  the  individual  doctor. 
GOVERNOR’S  COUNCIL  ON  AGING 

Approved  the  nomination  of  Harold  W.  Kohl,  Jr., 
M.D.,  Chairman  of  the  Subcommittee  on  Aging  and 
General  Medicine,  as  a member  of  the  Governor’s  Ad- 
visory Committee  to  the  Council  on  Aging,  replacing 
Arnold  H.  Dysterheft,  M.D.,  resigned,  and  so  notified 
the  Governor. 
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IMMUNIZATION 

Authorized  an  additional  appropriation  of  $2,399.69 
to  cover  balance  of  1967  expenditures  associate  with  the 
statewide  immunization  program  completed. 

AMES  PROGRAM 

Adopted  a resolution  relating  to  the  Air  Medical 
Evacuation  System  proposed  for  Arizona,  resolving:  (1) 
that  the  Arizona  Medical  Association,  Inc.,  enthusiastic- 
ally endorses  the  primary  concept  of  the  program  at 
Arizona  State  University;  and  (2)  that  the  Arizona  Med- 
ical Association,  Inc.,  through  its  Board  of  Directors, 
encourage  participation  by  physicians  “in  kind”  consul- 
tation in  the  amount  of  $3,000.00. 

MEDICAL  LEGISLATION 

Received  the  recommendation  of  the  Professional  Com- 
mittee that  ArMA  base  its  recommendation  for  approval 
on  any  proposed  medical  legislation  that  alters  the  cur- 
rent structure,  that  either  it  effects  integration  of  state- 
wide medical  planning  and  services  at  the  lowest  possible 
political  entity  or  minimally  is  clearly  piecemeal  legisla- 
tion, in  the  direction  of  the  goal  of  statewide  integration 
of  medical  planning  and  services  primarily  imder  the 
direction  of  a qualified  physician.  This  was  brought  about 
in  discussion  of  mental  health  legislation. 

MATERNITY  HOMES 

Supported  the  recommendation  that  the  Arizona  State 
Board  of  Health  discontinue  licensing  of  maternity 
homes. 

PODIATRISTS 

Tabled  the  matter  of  introduction  of  a resolution  in 
the  ArMA  House  of  Delegates  in  annual  meeting  April 
next,  regarding  hospital  staff  privileges  for  podiatrists. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Professional  Committee  recommend  to  the  Board 
of  Directors  that  it  remove  from  the  table  the  matter 
of  introduction  of  a resolution  by  the  Board  in  the  ArMA 
House  of  Delegates  in  annual  meeting  April  next,  and 
further  discuss  the  previous  recommendation  of  this 
committee  on  the  subject  of  hospital  staff  privileges  for 
podiatrists;  and  further,  that  Dr.  Payne  be  granted  the 
privilege  of  appearing  before  the  Board  to  present  his 
views  in  this  regard. 

OSTEOPATHS 

Authorized  introduction  by  the  Board  of  Directors  of 
a resolution  in  the  ArMA  House  of  Delegates  in  annual 
meeting  April  next,  extending  an  invitation  to  members 
of  the  Arizona  Osteopathic  Medical  Association  to  attend 
the  annual  scientific  sessions  of  this  Association. 
LIAISON  WITH  ASNA 

Appointed  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson), 
Richard  O.  Flynn,  M.D.  (Tempe),  Howard  C.  Lawrence, 
M.D.  (Phoenix),  James  E.  Lett,  M.D.  (Phoenix),  Dermont 
W.  Melick,  M.D.  (Tucson),  and  William  G.  Payne,  M.D. 
(Tempe)  to  serve  as  chairman,  members  of  a subcommit- 
tee on  Nursing  of  the  Professional  Committee,  to  act  as 
liaison  with  a similar  committee  of  the  Arizona  State 
Nurses’  Association,  when  appointed,  for  the  purpose  of 
discussing  doctor/nurse  problems  of  mutual  interest, 
each  group  being  individually  responsible  to  its  parent 
organization,  any  financing  to  be  shared  equally.  Dr. 
Lawrence  declined. 

ASNA  reports  appointment  of  Rosamond  Gabrielson, 


R.N.  (Phoenix);  Hazel  Bennett,  R.N.  (Phoenix);  Dorothy 
Corona,  R.N.  (Tempe);  Beatrice  Evans,  R.N.  (Flagstaff); 
Ruth  Luehrsen,  R.N.  (Prescott)  who  later  was  replaced 
by  Betty  Spaulding,  R.N.  (Tucson);  and  Sister  John 
Richard  (St.  Joseph’s  Hospital,  Tucson). 

MEETING  ADJOURNED  FOR  LUNCHEON 
AT  1:10  P.M. 

# # & ft 

MEETING  RECONVENED  AT  2:55  P.M.,  ALL  MEM- 
BERS PRESENT  DURING  THE  MORNING  SESSION 
RESPONDING  “AYE”  TO  THE  ROLL  CALL,  EX- 
CEPTING JOHN  P.  HEILEMAN,  M.D.,  AND  WIL- 
LIAM B.  HELME,  M.D.,  IN  ADDITION  TO  DER- 
MONT W.  MELICK,  M.D.  AND  DONALD  F. 
SCHALLER,  M.D.,  WHO  JOINED  THE  AFTERNOON 
SESSION,  WILLIAM  G.  PAYNE,  M.D.,  CHAIRMAN, 
PRESIDING. 

SUBCOMMITTEE  REPORTS 

Aging  and  General  Medicine 

H.B.  53  LABORATORIES  AND  BLOOD  BANKS 

An  Act  providing  for  licensing  and  regulating  Clinical 
Laboratories  and  Blood  Banks,  introduced  January  10, 
1968,  in  the  28th  Legislature,  State  of  Arizona,  Second 
Regular  Session. 

In  the  absence  of  the  Chairman,  Dr.  Kohl,  Jr.,  and 
no  advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area.  However,  it  was 
mentioned  that,  in  all  likelihood,  H.B.  53  would  not  be 
enacted  into  law  this  session.  It  is  anticipated  certain 
objections  voiced  by  the  pathologists  will  be  given 
consideration  during  the  remainder  of  this  year  in  the 
hope  that  a measure  will  be  introduced  next  year  in  the 
29th  Arizona  Legislature,  First  Regular  Session,  which 
may  better  satisfy  the  interested  parties. 

Allied  Medical  Groups 
MEMBERSHIP 

Robert  W.  Weber,  M.D.  (Tucson)  and  Daniel  B. 
Carroll,  M.D.  (Phoenix)  were  recommended  and  ap- 
proved as  members  to  serve  on  this  subcommittee. 
ARIZONA  STATE  BAR  - ArMA 

The  chairman  reported  that  on  November  28,  1967,  a 
joint  meeting  between  members  of  the  Arizona  State  Bar 
and  this  Association  was  held  and  considered  a dispute 
concerning  the  use  of  pretrial  discovery  devices  in  the 
examination  of  physicians  who  are  employed  to  examine 
litigants  in  pending  cases.  It  is  the  opinion  of  the  com- 
mittee that  pretrial  discovery  should  be  relevant  to  the 
issues  in  the  case  and  not  designed  to  harass  or  em- 
barrass a physician.  The  discovery  procedures  should 
never  be  used  in  an  attempt  to  coerce  a physician  into 
refusing  to  act  in  litigated  matters;  and  the  committee 
condemns  the  use  of  the  judicial  discovery  procedures  as 
a means  of  discouraging  physicians  from  participation 
in  the  judicial  process.  The  use  of  discovery  prior  to 
either  examination  or  treatment  by  a physician,  when 
the  physician  has  no  personal  knowledge  of  the  issues 
pending  before  the  Court,  it  is  believed  to  be  improper. 
It  is  the  hope  this  expression  of  opinion  by  the  Joint 
Committee  will  be  of  assistance  to  both  physicians  and 
lawyers. 

Other  cases  were  discussed.  There  are  no  pending 
matters  presently  before  the  Joint  Committee.  It  is  be- 
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Iieved  that  such  joint  committee  activity  has  a very 
useful  purpose  in  discussing  inter-professional  relations 
and  its  function  should  be  continued. 

DENTAL  PRACTICE  ANESTHESIA 

Coconino  County  Medical  Society  called  attention  to 
a practice  in  Flagstaff  where  a transient  dentist,  who 
regularly  practices  in  Phoenix,  comes  to  Flagstaff  several 
times  a week  and  does  dental  practice  there.  He  admin- 
isters general  anesthesia  in  his  office  which  is  not  com- 
mon practice  in  the  community.  Patients  requiring  a 
general  anesthetic  for  some  operative  dental  procedure 
are  admitted  to  the  Flagstaff  Hospital. 

It  was  determined  to  write  the  Society  and  suggest 
that  it  call  this  matter  to  the  attention  of  the  Dental 
Society  of  jurisdiction  in  its  area,  filing  a copy  of  such 
correspondence  with  both  the  Arizona  State  Dental 
Association  and  the  Arizona  Dental  Board. 
CHIROPRACTIC 

It  was  reported  that  the  House-Senate  Conference 
Committee  excluded  chiropractic  coverage  from  H.R. 
12080,  and  from  the  Social  Security  Amendments  adopt- 
ed by  the  90th  Congress.  Section  141  requires  the 
Secretary  of  HEW  to  “study  the  need  for,  and  to  make 
recommendations  concerning,  tire  extension  of  coverage 
under  the  supplementary  medical  insurance  program  to 
the  services  of  additional  types  of  personnel  who  engage 
in  the  independent  practice  of  furnishing  health  serv- 
ices.” A report  is  due  prior  to  January  1,  1969. 

RECEIVED. 

Athletic  Medicine 
MEMBERSHIP 

In  the  absence  of  the  Chairman,  Dr.  Dexter,  and  no 
advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area. 

Disaster  Medicine 

CHEMICAL  AND  BACTERIOLOGICAL  WARFARE 

Dr.  Baker  reported  he  attended  the  Alabama  meeting 
on  Chemical  and  Bacteriological  Warfare  which  was 
held  January  29,  1968,  as  previously  authorized  by  the 
committee. 

IMMUNIZATION 

The  chairman  presented  slides  and  reviewed  in  detail 
the  Immunization  Program  conducted  in  1967.  A report 
of  the  results  will  be  prepared  and  presented  shortly  for 
publication  to  inform  the  membership.  Dr.  Baker  was 
commended  for  his  efforts  and  accomplishments  in 
behalf  of  the  membership.  A continuation  of  the  program 
on  a lesser  basis  for  1968  is  recommended. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Professional  Committee  recommend  to  the  Board 
of  Directors  that  the  Statewide  Immunization  Program 
conducted  in  1967  be  continued  in  1968  on  a lesser  basis; 
and  that  an  appropriation  of  $2,000.00  be  authorized, 
the  1968  program  strictly  limited  to  that  amount. 
Emergency  Care 

COMMUNITY  & EMERGENCY  MEDICAL 
SERVICES 

Dr.  Schaller  submitted  a written  summary  and  de- 
tailed report  of  activities  during  the  National  Conference 
on  “The  Community  and  Emergency  Medical  Services” 
he  attended,  sponsored  by  the  American  Medical  Asso- 
ciation, Commission  on  Emergency  Medical  Services, 
held  in  San  Francisco,  January  18  through  20,  1968.  Its 


purpose  was  to  identify,  coordinate  and  implement  all 
aspects  of:  (1)  first  aid  and  emergency  care;  (2)  trans- 
portation of  the  ill  and  injured;  (3)  emergency  communi- 
cations; and  (4)  emergency  facilities.  Various  problems 
in  these  areas  were  outlined;  possible,  known  solutions 
presented;  and  the  main  impetus  of  the  Conference  was 
directed  toward  large  urban  areas.  Too  little  emphasis 
was  placed  on  problems  and  solutions  in  local  and  rural 
communities.  RECEIVED. 

Wesley  W.  Hall,  M.D.,  Chairman  of  the  AMA  Board 
of  Trustees,  urged  that  an  invitation  be  directed  to  his 
Board  urging  it  to  schedule  and  hold  a similar  meeting 
in  the  southwest,  possibly  encompassing  the  states  of 
southeastern  California,  Arizona,  New  Mexico,  Colorado, 
Nevada  and  Utah.  The  Governor  of  Arizona,  through  his 
Traffic  Highway  Safety  Coordinator,  Mr.  Boyd  H.  Gib- 
bons, Jr.,  has  forwarded  such  a request  to  AMA,  encour- 
aging it  to  consider  Phoenix  or  Tucson  as  the  site  for 
such  a Regional  Conference.  AMA  has  responded  feeling 
that  such  a meeting  would  be  appropriate  for  Arizona 
to  consider;  that  it  would  be  glad  to  offer  consultation 
and  advice  regarding  the  staging  of  a program;  however, 
there  is  no  indication  it  would  be  conducted  under  the 
auspices  of  AMA. 

Determined  ArMA  is  not  in  position  to  finance  such 
a conference;  that  possibly  the  Governor  might  be 
agreeable  and  able  so  to  do;  and  that  we  will  await 
his  pleasure. 

Industrial  Health 

In  the  absence  of  the  Chairman,  Dr.  Fife,  and  no 
advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area. 

Medical  Education 
MEMBERSHIP 

George  G.  Bertino,  Jr.,  M.D.  (Winslow)  appointed  a 
member  of  the  subcommittee  on  Medical  Education  and 
has  accepted  the  assignment. 

MEDICAL  TV  PROGRAM 

Dr.  Melick  reviewed  progress  being  made  regarding 
the  continuing  Medical  Educational  Television  Programs 
being  shown  weekly  over  the  networks  of  the  University 
of  Arizona  (Tucson)  and  Arizona  State  University  (Tem- 
pe).  Each  is  of  approximately  one-hour  duration.  Two 
meetings  have  been  held  and  in  the  latter  one,  a demon- 
tsration  was  presented  by  Telemation,  Inc.  of  Salt  Lake 
City,  displaying  the  latest  AMPEX  equipment,  the  ulti- 
mate in  monitoring  programs  and  developing  presenta- 
tions of  your  own.  The  chairman  suggested  a budget  of 
$5,000.00  for  medical  educational  television  to  be  pro- 
vided in  1969.  Such  appeal  was  approved. 

Medicine  and  Religion 
MEMBERSHIP 

Approved  appointment  of  Karl  E.  Voldeng,  M.D. 
(Phoenix)  and  Rev.  Richard  C.  Zollner  (Scottsdale)  as 
members  of  the  subcommittee  on  Medicine  and  Religion, 
replacing  Clifford  J.  Harris,  Jr.,  M.D.  (Mesa)  and  Deraid 
G.  May,  M.D.  (Phoenix)  who  have  asked  to  be  relieved 
of  their  assignment  because  of  other  commitments. 
ArMA  REGIONAL  WORKSPIOP 

A regional  workshop  for  state  chairmen  of  Committees 
on  Medicine  and  Religion  has  been  authorized  by  the 
AMA  Board  of  Trustees  to  be  held  in  San  Francisco, 
Marcli  9,  1968.  AMA  will  pay  expenses  in  San  Francisco; 
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state  chairmen  are  asked  to  pay  transportation.  Dr. 
Wagner  sought  approval  to  have  Martin  L.  List,  M.D. 
(Phoenix),  his  Vice  Chairman,  attend  this  meeting  at 
ArMA  expense,  estimating  the  cost  at  $120.00.  AP- 
PROVED. 

ACTIVITIES 

The  chairman  reviewed  activities  of  his  subcommittee 
and  filed  a written  report.  As  a member  of  the  AMA 
Committee  on  Medicine  and  Religion,  he  will  attend  a 
meeting  in  Chicago  scheduled  for  February  22  and  23, 
1968.  His  expenses  will  be  of  course,  paid  by  AMA. 
He  commented  on  a recent  presentation  by  George  A. 
Spendlove,  M.D.,  Commissioner,  Arizona  State  Depart- 
ment of  Public  Health,  before  the  “Explorers,”  the 
subject:  “Quackery  — The  Great  American  Hoax,”  ex- 
pressing the  wish  that  more  people  hear  this  exceptionally 
fine  talk.  Plans  for  additional  local  meetings  throughout 
the  state  are  in  the  making  in  an  endeavor  to  stimulate 
thought  and  need  for  bettter  understanding  and  team- 
work between  medicine  and  religion.  Question  of  subsi- 
dizing the  Clergy  in  attendance  of  these  meetings  was 
not  resolved. 

AMA  Display  #35  is  planned  for  presentation  during 
the  annual  meeting  of  ArMA,  to  be  appropriately 
manned.  Transportation  costs  estimated  at  $80.00. 
APPROVED. 

RUDGET 

It  was  determined  that  each  subcommittee  chairman 
be  communicated  with  to  procure  an  estimate  of  his 
anticipated  financial  needs  in  1969  for  budget  purposes. 

Mental  Health 

In  the  absence  of  the  chairman,  Dr.  May,  and  no 
advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area. 

Poison  Control 

In  the  absence  of  the  chairman,  Dr.  Antos,  and  no 
advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area.  One  episode  was 
previously  reported  involving  parathion  poisoning. 

Public  Health 

MEMBERSHIP 

No  further  report.  A candidate  for  chairman  of  the 
subcommittee  on  Rural  and  Migrant  Health  is  being 
sought. 

ARIZONA  HEALTH  SERVICES  EDUCATION 
ASSOCIATION 

Appointment  of  Robert  S.  Ganelin,  M.D.,  ArMA 
Representative  to  the  Arizona  Health  Services  Education 
Association,  accepted. 

MIDWIFERY 

In  1964,  nurse-midwifery  was  being  practiced  in  New 
York,  New  Mexico,  South  Carolina,  Georgia,  Kentucky 
and  Maryland.  The  American  College  of  Nurse-Midwif- 
ery is  presently  conducting  a survey,  the  results  of  which 
should  be  available  shortly.  A subsequent  report  by  the 
Commissioner  may  be  anticipated.  Dr.  Spendlove  stated 
that  in  all  probability  a statutory  amendment  would  be 
prepared  and  presented  to  the  Legislature  next  year  to 
do  away  with  maternity  homes. 

CONFERENCE  ON  PHYSICIANS  & SCHOOLS 
Report  on  the  Conference  on  Physicians  and  Schools 
held  in  Chicago,  October  4 through  7,  1967,  was  pre- 


viously made  by  Albert  L.  Rhoades,  M.D.,  who  was  in 
attendance. 

ArMA  REPRESENTATION 

The  chairman  reported  that  within  the  next  few  weeks 
he  hopes  to  present  his  recommendations  as  ArMA 
representative  to  the  Arizona  Advisory  Committee  on 
Migrant  Child  Education  (Department  of  Public  Instruc- 
tion) and  to  the  Education  Coordinating  Committee  of 
the  Arizona  Hospital  Association. 

COMMUNITY  HEALTH  WEEK 

AMA  seeks  comment  and  recommendation  to  sched- 
uling Community  Health  Week  in  the  Spring  rather  than 
in  the  Fall,  as  has  been  traditional  since  inauguration 
of  the  program  in  1963.  This  has  been  a project,  in 
Arizona,  left  to  the  local  community  through  the  com- 
ponent county  medical  society.  No  preference  expressed. 
HEALTH  EDUCATION  CONFERENCE 

The  chairman  recommends  ArMA  send  a representa- 
tive to  the  Third  National  Conference  on  Health  Educa- 
tion of  the  Public,  sponsored  by  AMA,  to  be  held  in 
Chicago,  April  4 through  6,  1968.  Determined  to  inquire 
of  the  chairman  if  he  has  anyone  in  particular  in  mind 
he  wishes  to  attend  this  meeting. 

Safety 

In  the  absence  of  the  chairman,  Dr.  Wood,  and  no 
advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area. 

Woman’s  Auxiliary 

In  the  absence  of  the  chairman,  Dr.  McDaniel,  and 
no  advance  report  having  been  filed,  there  was  nothing 
presented  for  discussion  in  this  area.  It  was  noted  that 
counsel  was  requested  to  and  did  submit  an  opinion 
stating  that,  based  on  the  present  activities  of  the 
Woman’s  Auxiliary,  no  significant  advantages  would 
accrue  to  it  at  this  time  as  a result  of  incorporation. 
Copies  have  been  forwarded  to  all  interested  parties. 

COMMUNICATIONS 

TREATMENT  OF  PHYSICIANS’  FAMILIES 

Arizona  Blue  Shield  submitted  to  ArMA  which  was 
referred  to  this  committee,  the  question  of  treatment  of 
physicians’  families  by  the  physician  member  of  the 
family.  Seeking  further  information  from  Blue  Shield, 
it  was  reported  that  the  question  is  in  two  parts:  (1)  the 
first  question  relates  to  “exclusions”  to  the  effect  that 
Arizona  Blue  Shield  will  not  pay  for  services  normally 
rendered  without  charge;  and  (2)  the  second  question 
involves  “ethics.” 

The  Judicial  Council  of  AMA  in  1966  states:  “As  a 
general  rule,  a physician  should  not  attempt  to  treat 
members  of  his  family  or  himself.  Consequently,  a phy- 
sician should  cheerfully  and  without  recompense  give 
his  professional  services  to  physicians  or  their  dependents 
if  they  are  in  his  vicinity  (Principles  of  Medical  Ethics, 
1955  Edition,  Chapter  IV,  Section  1.).” 

Considerable  discussion  ensued.  It  was  expressed  that 
a physician  should  not  treat  his  immediate  family  except 
on  an  emergency  basis  and  therefore,  should  not  be  paid 
by  Blue  Shield,  except  on  an  emergency  basis.  Diffre- 
ences  of  opinion  were  expressed  and  the  committee 
could  not  arrive  at  a decision;  therefore,  it  was  deter- 
mined to  refer  the  matter  to  the  Board  of  Directors  for 
decision. 
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OTHER  BUSINESS 

ASNA-ArMA  LIAISON  COMMITTEES 

Previously  reported  in  this  minute.  One  of  the  first 
items  to  be  presented  for  discussion  will  be  the  proposed 
School  Nurse  Job  Description  submitted  by  the  Arizona 
State  Nurses’  Association. 

MEETING  ADJOURNED  AT  4:30  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


FOR  YOUR  INFORMATION 

The  Rocky  Mountain  "What  Goes  On"  is 
published  with  the  cooperation  of  the 
Arizona  Medical  Association  and  carries 
information  on  scientific  programs  and 
postgraduate  courses  in  eleven  western 
states.  Advertising  by  Lederle  Laborator- 
ies enables  the  Colorado  Medical  Society 
to  furnish  copies  of  "What  Goes  On"  to 
over  18,000  medical  doctors  in  the  eleven 
participating  states  at  no  charge. 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


-A or 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  ad  justed 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K*,  Pediatric,  250  mg 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re' 
quest.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206, 


8001 9S 
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ORIGINAL  ARTICLES 


HOSPITAL  AND 
OUTPATIENT 
BURN  TREATMENT  WITH 
SILVER  NITRATE  CREME 


The  authors  have  described 
a method  of  treatment  of 
burns  that  it  seems  should  enjoy 
its  greatest  range  of  effectiveness  in  the 
treatment  of  the  outpatient  or 
ambulatory  burn  victim. 
The  method  seems  relatively  simple 

and  offers 
several  technical  advantages 
over  the  silver  nitrate  liquid  method. 


QlLVER  Nitrate  solution  topically  applied  to 
burn  wounds  is  remarkably  effective  in  the  con- 
trol of  burn  sepsis.  The  absence  of  the  traditional 
foul  smelling  pseudomonas  saturated  burn  dress- 
ing while  using  Silver  Nitrate  applications  has 
to  be  seen  to  be  believed.  Even  more  remark- 
able is  the  reepithelization  of  apparent  3rd  de- 
gree burns  with  nearly  normal  skin.  The  new  skin 
grows  with  such  rapidity,  it  is  as  if  the  Silver 
Nitrate  had  some  growth  stimulating  properties. 
One  has  only  to  witness  once  the  bacterial  dis- 
solution of  reepithelized  skin  or  skin  grafts, 
despite  systemic  and  topical  antibiotics,  to  be 
impressed  by  the  antibacterial  properties  of  Sil- 
ver Nitrate. 

Despite  these  advantages  liquid  Silver  Nitrate 
has  some  undesirable  qualities  which  limit  its 
use.  In  order  to  maintain  an  adequate  concen- 
tration at  the  wound  site  the  burn  has  to  be 
continually  bathed  in  Silver  Nitrate.  This  re- 
quires either  multiple  irrigations  or  dressing 
changes  during  the  day.1 

These  maneuvers  require  frequent  nursing 
care,  a progressively  scarcer  commodity  at  this 
time,  and  contribute  to  the  discomfort  of  the 
patient.  Any  spilled  Silver  Nitrate  discolors  the 
surroundings  permanently  with  various  shades  of 
brown  or  black.  Because  of  these  difficulties 
Silver  Nitrate  liquid  has  not  been  thought  suit- 
able for  the  outpatient  treatment  of  minor  burns 
prior  to  this  report. 

In  order  to  overcome  these  difficulties  0.5% 
Silver  Nitrate  was  mixed  with  various  cremes 
and  tested  in  vitro  for  bacterial  effectiveness  at 
the  Flagstaff  Community  Hospital  Laboratory. 
A creme  consisting  of  0.5%  Silver  Nitrate  and 
Hydrophylic  ointment  was  bactericidal  against 
pathogenic  strains  of  pseudomonas,  staphylococ- 
ci, proteus  and  aerogenes.  Clear  zones  of  bac- 
terial inhibition  around  the  creme  samples  were 
comparable  in  size  to  the  clear  zones  around 
drops  of  Silver  Nitrate  liquid.  Encouraged  by 
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these  findings  Silver  Nitrate  creme  was  first  tried 
in  conjunction  with  Silver  Nitrate  liquid  on  an 
18%  2nd  and  3rd  degree  human  burn  on  3-8-66. 
Clinically  no  difference  was  detectable  in  the 
control  of  topical  infection,  the  rate  of  reepitheli- 
zation  or  the  character  of  the  final  skin.  To  date 
7 thermal  burns  and  12  skin  defects  of  varying 
etiologies  have  been  managed  with  Silver  Nitrate 
Creme.  Ten  cases  were  treated  entirely  within 
the  confines  of  the  Flagstaff  Hospital.  Four  pa- 
tients required  both  in  and  out  of  hospital  treat- 
ment, while  five  patients  were  treated  entirely 
as  outpatients.  In  all  cases  topical  infection  was 
controlled  as  measured  by  the  progress  of  the 
wound  or  by  culture.  Skin  continuity  in  all  cases 
was  ultimately  restored  by  reepithelization  or 
skin  graft. 

After  4 to  5 days  of  treatment  all  wounds  cul- 
tured (7)  were  rendered  sterile  as  long  as  24 
hours  after  an  application  of  the  creme. 

A typical  course  of  a creme  treated  hospital- 
ized burn  patient  is  as  follows: 

A 40-year-old  white  male  unemployed  window 
washer  required  admission  to  the  Flagstaff  Hos- 


A  patient’s  hands  9 days  post  burn,  after  saline  soak. 
Deep  2nd  and  3rd  degree  bums.  Note  3rd  degree  burns 
on  left  long  and  ring  finger.  The  finger  nails  are  tem- 
porarily stained  black  by  the  Silver  Nitrate  creme. 


Completely  healed  hands  on  36th  post  burn  day.  Note 
excellent  quality  of  skin. 


pital  on  3-23-67  after  suffering  2nd  and  3rd  de- 
gree burns  on  his  face,  neck,  and  hands  when 
his  gas-filled  motel  room  ignited.  After  debride- 
ment of  bullae  and  necrotic  epidermis,  Silver 
Nitrate  creme  was  applied  to  the  involved  areas. 
The  total  burned  area  was  estimated  at  slightly 
less  than  9%  of  the  body  surface.  Twelve  hours 
after  injury  the  patient  became  psychotic,  object- 
ing strenuously  to  the  blackening  of  his  face. 
Heavy  sedation  with  chlorpromazine  was  re- 
quired to  control  him.  Twenty  hours  after  burn- 
ing the  patient  became  febrile,  spiking  a temper- 
ature to  102°  Fahrenheit.  Sodium  oxacillin  0.5 
grams  was  administered  every  6 hours.  On 
3-28-67  the  patient  became  afebrile.  The  anti- 
biotic was  discontinued  on  3-29-67.  Cultures 
taken  5 days  post  bum  from  granulating  surfaces 
of  the  hand  24  hours  after  creme  application  were 
sterile.  After  separation  of  the  eschar  on  the  9th 
post  burn  day  the  burns  on  the  dorsum  of  the 
hands  and  fingers  appeared  to  be  3rd  degree  in 
type.  However,  the  creme  treatments  were  con- 
tinued and  4 days  later  tiny  pearls  of  regenerating 
skin  were  scattered  throughout  the  burned  area. 


Hands  after  Silver  Nitrate  creme  application.  When 
properly  prepared  the  creme  has  the  appearance  and 
consistency  of  whipped  cream. 


Active  flexion  present  on  36th  post  burn  day,  accom 
plished  without  physiotherapy  or  special  splints. 
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On  4-28-67  ( 31st  post  burn  day ) these  areas  had 
coalesced  completely  covering  the  hand  and 
fingers  with  nearly  normal  appearing  skin.  Des- 
pite the  lack  of  splints  or  physiotherapy  he  was 
able  to  touch  the  palms  of  his  hands  with  his 
fingertips.  His  face,  ears,  and  anterior  neck 
which  suffered  a superficial  2nd  degree  bum 
ultimately  healed  with  minimal  scarring  by  the 
41st  post  burn  day.  These  wounds  were  compli- 
cated by  a staphylococcus  folliculitis  which  re- 
quired local  and  systemic  antibiotics  to  bring 
under  control  after  the  hands  had  healed.  The 
patient  was  discharged  on  the  44th  post  burn 
day  with  all  wounds  healed;  self  sufficient  but 
still  requiring  chlorpromazine  to  control  his  psy- 
chotic tendencies. 

Discussion: 

Silver  Nitrate  creme  appears  to  combine  all 
the  bactericidal  advantages  of  Silver  Nitrate 
liquid  with  none  of  the  inherent  disadvantages 
of  application.  Because  numerous  wound  cul- 
tures were  sterile  24  hours  after  Silver  Nitrate 
creme  application  dressing,  dressing  changes 
were  done  only  once  daily.  With  this  interval 
of  dressing  changes,  home  applications  of  Silver 
Nitrate  medication  are  easily  accomplished  by 
the  patient  or  his  family. 

Small  bum  wounds  which  prior  to  the  intro- 
duction of  Silver  Nitrate  creme  would  not  have 
warranted  the  extensive  regime  of  inhospital  care 
can  now  benefit  from  this  most  effective  burn 
wound  medication  as  non-hospital  patients.  Some 
3rd  degree  burn  wounds  which  prior  to  the  in- 
troduction of  Silver  Nitrate  creme  probably 
would  have  been  skin  grafted  now  heal  secondar- 
ily with  good  quality  skin. 

No  bums  involving  more  than  20%  of  the 
body  surface  were  treated  with  this  medicated 
creme.  No  reasons  are  apparent  why  it  should 
not  be  tried  in  burns  of  greater  magnitude.  The 
wide  range  of  bactericidal  activity,  more  effi- 
cient utilization  of  nursing  care,  and  ease  of  ap- 
plication are  good  reasons  why  it  should  be  tried 
on  larger  body  burns. 

Summary: 

The  preparation  of  an  effective  Silver  Nitrate 
burn  creme  and  its  use  in  the  care  of  minor  bums 
both  on  hospitalized  and  non-hospitalized  pa- 
tients is  described. 

Generic  and  Trade  Names  of  Drugs:  Chlorpromazine-Thorazine, 
Sodium  Oxacillin-Prostaphlin. 
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Pictured  is  Harvey  Rosenstock,  M.D.  (L),  formerly  an  intern  at  Good  Samaritan  Hospital,  receiving  a check  for  $500.00  from  Arthur  Nel- 
son, M.D.  Dr.  Rosenstock’s  paper,  “On  the  Genesis  of  Public  Health:  One  Facet  of  Pentateuchal  Materia  Medica,”  was  the  winner  of  the 
intern  portion  of  the  1967  Southwest  Foundation  for  Medical  Research  and  Education’s  intern-resident  essay  competition.  Dr.  Rosenstock 

is  currently  serving  with  the  Armed  Forces. 

Dr.  Nelson  is  a member  of  the  professional  advisory  board  of  the  foundation,  which  is  located  at  555  West  Catalina  Drive,  Phoenix. 
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ON  THE  GENESIS  OF  PUBLIC  HEALTH:  ONE  FACET  OF  PENTATEUCHAL 
MATERIA  MEDICA 

PART  1 


Harvey  Rosenstock,  M.D. 


Introduction 

I HAVE  long  been  a student  of  the  Bible  and 
in  fact  have  taught  for  more  than  a decade  the 
Hebraic  cantillations  whereby  the  various  pas- 
sages from  the  Scriptures  are  formally  chanted. 
As  my  training  became  more  sophisticated  so  did 
my  appreciation  intensify  regarding  the  wealth 
of  materia  meclica  to  be  found  within  the  inter- 
stices of  the  Scriptures. 

Since  earliest  collegiate  days,  i.e.,  the  pre- 
medical years,  the  subject  of  medicine  in  the 


Bible  as  a potential  area  for  future  investiga- 
tion became  increasingly  inviting.  What  had 
appeared  initially  as  a dichotomy  of  Biblical  and 
medical  paths  ultimately  evolved  with  the  latter 
serving  as  a means  for  eliciting  the  more  pro- 
found interpretation  of  the  former. 

It  is  interesting  to  speculate  whether  herma- 
phroditism was  being  described  from  the  Biblical 
narrative  of  the  creation  of  woman  in  Genesis. 
Furthermore,  consider  the  rendering  of  the  first 
anesthetic  and  the  subsequent  recording  of  the 
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first  operation  as  given  in  Genesis  2:21. 

And  the  Lord  God  caused  a deep  sleep  to  fall 
upon  the  man,  and  he  slept;  and  He  took  one 
of  his  ribs,  and  closed  up  the  place  with  flesh 
instead  thereof. 

Did  Esau  suffer  from  intermittent  hypogly- 
cemia and  consequently  exchange  his  birthright 
for  protein  laden  pottage  out  of  metabolic 
necessity?  Doctor  Greenblatt,  an  Endocrinologist 
from  the  Medical  College  of  Georgia,  raises  the 
diagnosis  of  congenital  adrenal  hyperplasia  from 
the  Biblical  description  of  Esau’s  virile  attributes 
in  conjunction  with  recurrent  hypoglycemia.1 

Did  Joseph  suffer  from  psychosexual  retarda- 
tion and  delayed  pubescence  and  thus  success- 
fully resist  the  enticements  of  Potiphar’s  wife 
not  because  of  an  unshakable  moral  standard  but 
in  order  to  spare  himself  the  embarrassment  of 
inadequacy?2 

Did  the  Ecclesiastical  description  of  the  geria- 
tric period  include  (1)  prostatism,  (2)  chronic 
brain  syndrome,  (3)  cardiac  decompensation, 
and  (4)  osteoarthritic  and  osteoporotic  degen- 
eration?3’ 4 

Did  the  genesis  of  public  health  stem  from 
twentieth  century  ultramicroscopic  discoveries  or 
did  it  antedate  the  age  of  nucleic  acid  synthe- 
sis and  degradation  by  more  than  three  thou- 
sand years  — being  rooted  in  the  disquietude  of 
a civilization  which  clung  to  certain  fundamen- 
tal religious  laws  which  have  come  to  be  known 
as  the  Mosaic  Code?  It  is  in  an  attempt  to  estab- 
lish the  genesis  of  public  health  as  but  one  facet 
of  Pentateuchal  Materia  Medica  that  this  pa- 
per is  dedicated. 

Honor  A Physician  (Apocrypha) 

Honor  a physician  with  the  honor  due  unto 
him  for  the  uses  which  ye  may  have  of  him: 
for  the  Lord  hath  created  him.  For  of  the  most 
High  cometh  healing,  and  he  shall  receive  honor 
of  the  king.  The  skill  of  the  physician  shall  lift 
up  his  head;  and  in  the  sight  of  great  men  he 
shall  be  in  admiration. 

The  Lord  hath  created  medicines  out  of  the 
earth;  and  he  that  is  wise  will  not  abhor  them. 
And  he  hath  given  men  skill  that  he  might  be 
honored  in  his  marvelous  works.  With  such  doth 
he  heal  (men)  and  taketh  away  their  pains.  Of 
such  doth  the  apothecary  make  a confection;  and 
of  his  works  there  is  not  end;  and  from  him  is 
peace  over  all  the  earth. 

Then  giveth  place  to  the  physician,  for  the 


Lord  hath  created  him;  let  him  not  go  from  thee, 
for  thou  hast  need  of  him.  For  they  shall  also  pray 
unto  the  Lord,  that  he  would  prosper  that,  which 
they  give  for  ease  and  remedy  to  prolong  life. 

Ecclesiasticus  38. 

My  own  experience  in  Israel  impressed  me 
with  the  active  national  interest  in  archaeological 
investigation.  From  the  graves  of  ancient  civiliz- 
ation came  priceless  sources  of  study  which,  not 
withstanding  the  fluctuating  textual  tradition, 
offer  many  avenues  for  substantiating  the  Tal- 
mudic view  that  the  Bible  is  indeed  a genuinely 
documented  book— representing  the  wisdom  and 
minhag  (tradition)  of  an  ancient  people. 

Hebrew  medicine  was  under  the  auspices  of  a 
priestly  cast  and  as  such  was  to  be  found  inti- 
mately associated  with  religious  laws.  The  mono- 
theistic ideology  of  Judaism,  different  and 
unique  from  that  of  any  ancient  nation,  held  God 
as  a source  of  health  and  disease.  Perceived  as  a 
judgement  for  sin,  this  concept  in  and  of  itself 
tended  to  subordinate  the  mystic  mores  and  to 
concentrate  all  authority  and  power  — including 
health  regulations  — within  the  hands  of  the 
priestly  class.5 

That  this  directly  relates  to  the  evolution  of 
the  Mosaic  Code,  and  hence  the  Biblical  genesis 
of  public  health,  can  be  appreciated  by  first 
briefly  reviewing  some  pertinent  aspects  of 
Judeo-Egyptian  history: 

Genesis  10:6  reveals  that  Mitzrayim,  the  son  of 
Ham,  was  the  historical  progenitor  of  Egypt. 
The  civilization  of  this  ancient  people  evolved 
from  the  so  called  Old  Kingdom  Era  (3400  to 
2400  B.C.E.)  to  reach  a fulminant  climax  during 
the  Middle  Kingdom  ( approximately  2000 
B.C.E. ).  Now  with  the  subsequent  invasion  of 
the  Hyskos  an  irreversable,  rapid  decline  became 
inevitable.6 

It  was  during  this  period  of  political  wasting 
that  the  first  Hebrew  patriarch,  Abraham,  scruti- 
nized this  ancient  cradle  of  civilization.  What  he 
saw  was  a land  bubbling  with  sensuality  and 
voluptuousness.  And  so  with  solemn  disappoint- 
ment he  left  for  the  land  of  Canaan  (Genesis 
13:1).  It  was  his  progeny,  including  Joseph  and 
Jacob,  who  reintroduced  the  Hebrews  to  Egypt. 
Only  this  time  they  remained  for  two  hundred 
years! 

When  the  early  American  patriots  cried  “These 
are  the  times  that  try  men’s  souls,”  they  may 
just  as  well  have  been  describing  this  chaotic 
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period  in  Egypt.  (1)  There  was  violent  up- 
heaval, marked  by  social  anarchy.  (2)  There 
arose  a new  Pharaoh  who  overtly  refused  to  rec- 
ognize Joseph,  who  held  at  one  time  the  second 
highest  position  of  the  land  (Exodus  1:8).  (3) 
The  severity  of  this  intolerable  situation  was 
compounded  by  the  invasion  of  the  Nile  valley 
by  strangers  who  according  to  Brim  eventually 
“held  sway  over  Egypt.”7 

This  was  the  hour  that  Moses  was  born.  As  a 
privileged  Egyptian  he  had  access  to  that  vault 
of  knowledge  which  was  Egypt’s  — the  remnants 
of  which  are  available  to  the  modern  world 
through  such  sources  as  the  papyri  and  archae- 
ological excavations.  That  Moses  was  an  as- 
siduous student  of  the  medical  papyri  is  vibrant- 
ly reflected  in  the  Mosaic  Code,  statutes  which 
significantly  stood  in  sharp  contradistinction  to 
the  policies  of  a Pharaoh  enmeshed  in  mystical 
superstition  and  witchcraft.  As  will  be  further 
elucidated,  it  is  but  a matter  of  historical  veri- 
fication that  Moses  applied  his  knowledge  of 
public  health  as  a weapon  of  war  in  instrument- 
ing the  afflictions  which  have  come  to  be  known 
as  the  Ten  Plagues. 

The  second  book  of  the  Pentateuch  (Torah) 
exposes  the  decadence  of  Egypt  and  expounds 
upon  the  futility  of  the  populace  to  find  new 
sources  for  strength.  Engrained  deeply  was  the 
conviction  that  all  pathology  plaguing  man  had 
its  etiology  with  an  angry  god  or  demon,  the 
pleasing  of  which  would  result  in  the  alleviation 
and  amelioration  of  all  signs  and  symptoms  of 
discomfort  and  dysfunction.  Thus,  the  introduc- 
tion of  the  Mosaic  Code  into  such  a civilization 
was  revolutionary  — an  anachronism. 

What  then  constitutes  this  Mosaic  Code?  Per- 
haps it  is  best  defined  as  a compendium  of  hy- 
gienic principles  and  descriptions  of  disease  en- 
tities. Contained  therein  were  statutes  for  health- 
ful living  which  codified  in  remarkable  detail 
such  fundamental  considerations  as  the  follow- 
ing: 

( 1 ) Personal  and  community  responsibility  for 
public  health. 

(2)  Control  and  containment  of  communi- 
cable diseases. 

(3)  Isolation  of  lepers. 

(4)  Protection  of  food. 

(5)  Protection  of  water  supplies. 

(6)  Sanitation  of  camp  sites. 

(7)  Disposal  of  wastes. 


Moses,  founder  and  teacher  of  the  code  which 
bears  his  name,  had  even  as  a young  man  dem- 
onstrated an  insight  extraordinaire.  Consider  the 
revelation  of  Exodus  3:2-5: 

“And  the  angel  of  the  Lord  appeared  unto 
him  in  a flame  of  fire  out  of  the  midst  of  a 
bush;  and  he  looked,  and,  behold,  the  bush 
was  not  consumed.” 

A bush  burning  without  its  being  consumed 
was  recognized  as  an  incongruous  situation.  Only 
the  presence  of  the  Divine  Voice  prevented 
Moses  from  approaching  the  bush  in  an  attempt 
to  discover  the  true  nature  of  the  phenomenon. 

It  is  worthy  to  note  at  this  point  that  Moses 
had  tremendous  intellectual  capacity,  yet  he  was 
a practical  sanitarian.  Furthermore,  his  contribu- 
tion was  a priceless  nidus  of  materia  meclica 
containing  valuable  information  pertinent  to 
practically  all  parameters  of  medicine.  Yet,  para- 
doxically there  is  a pernicious  paucity  in  pub- 
lished works  devoted  to  Scriptural  contributions 
to  modern  medicine. 

As  an  indication  of  the  diversified  wealth  of 
source  material  consider  the  following: 

(1)  Use  of  tranquilizers  — especially  as  a 
therapeutic  tool  in  infertility.8 

(2)  The  cognizance  of  cardiac  arrhythmias  — 
palpitations. 

(Jeremiah  4:19 
Deuteronomy  28:65 
Job  37:1) 

(3)  Coronary  artery  disease  and  athero- 
sclerotic heart  disease. 

(Lamentations  3:65 
Psalms  119.70 
Psalms  73:7) 

(4)  Endoerinopathies  — Eunuchoidism. 

(Isaiah  56:3 
Deuteronomy  23:2 ) 

(5)  Utilization  of  sharp  stones  for  minor  sur- 
gical procedures  — circumcision. 

(Exodus  4:25) 

(6)  Orthopedics  — use  of  roller  bandage  for 
broken  arm. 

(Ezekial  30:21) 

(7)  Eugenic  and  social  sanctions:  miscegena- 
tion, homosexuality,  masturbation  and 
transvestism. 

( Deuteronomy  7 
Leviticus  20 
Genesis  38:9 
Deuteronomy  22,23 ) 
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(8)  Psychopathology  — manic  depressive  psy- 
chosis; erotomania. 

( I Samuel  18 
Song  of  Songs  5:8) 

(9)  Epidemiology  of  life  — threatening  dis- 
ease entities  such  as  bubonic  plague  and 
cholera.9 

(I  Samuel  5:6 
II  Kings  19:35) 

(10)  A multiplicity  of  non-specific  symptoms 
and  signs  from  halitosis  to  flatulence. 

(Job  17:1 
Job  15:2) 

The  genesis  of  sanitas  sanitatum  (public 
health ) was  incumbent  upon  the  principle  of  in- 
dividual worth. 

The  Mosaic  Code  was  specific  in  evaluating  a 
human  being  in  terms  of  his  productive  powers, 
referable  to  a dollars  - and  - cents  per  capita 
base.  Leviticus  27  is  self-explanatory: 

Where  an  individual  vows  himself  or  her- 
self to  God,  the  commutation  price  varies  in 
proportion  to  the  valuation  of  his  or  her 
labor. 


The  Shekel  Laws  provided  further  clarification, 
differentiating  male  and  female  prime  - of  - life 
values.  Such  statutes  become  intimately  involved 
with  the  world’s  first  censuses  — an  integral  part 
of  any  public  health  program.  Reference  is  made 
to  Rashi  — perhaps  the  greatest  commentator  on 
the  text  of  Torah  — and  the  Book  of  Numbers  per 
se  for  greater  detail.10 

When  a census  of  Egyptian  Israelites  showed 
a decrease  of  1820,  feasible  explanations  were 
sought.  A majority  opinion  tends  to  relate  this  to 
a venereal  disease  epidemic.  According  to  Brim, 
the  Bible  distinguishes  between  localized  gonor- 
rheal urethritis,  the  Zoo,  and  a more  universal 
syphilitic  condition,  the  Magepho.  Nevertheless, 
it  is  astonishing  to  learn  that  in  terms  of  the 
Magepho  the  following  was  already  recognized:11 

( 1 ) Primary  genital  lesions. 

(2)  Condylomata. 

( Deuteronomy  28:27) 

(3)  “Saddle  Nose"  — with  loss  of  nasal  tissue. 

( Leviticus  21:18) 

(4)  Congenital  luetic  stigmata. 

(Numbers  12:12) 

Thus  the  Book  of  Numbers  records  the  first 
account  of  epidemic  syphillis.  Eurthermore, 
Moses  recognized  the  promiscuousness  of  those 


who  “.  . . began  to  commit  harlotry  with  the 
daughters  of  Moab”  (Numbers  25:1).  Conse- 
quently, Moses  instituted  public  health  measures 
in  an  attempt  to  eradicate  the  venereal  plague. 
Mandatory  was  the  execution  of  . . . 

Every  woman  that  hath  known  man  by  lying 
with  him,  and  the  sparing  of  those  that  had 
not  known  man  by  lying  with  him. 

Numbers  31:18 

Public  health  measures  as  defined  by  the  Mo- 
saic Code  include  isolation  and  quarantine. 
Without  twentieth  century  pathophysiology  and 
epidemiology  in  their  armamentarium  the  pro- 
ponents of  the  Mosaic  Code  sought  to  eliminate 
disease  vectors;  physical  contact  with  the 
enemy’s  spear,  for  instance,  resulted  in  obligatory 
isolation.  This  in  itself  necessitated  precautionary 
cleansing  with  so-called  waters  of  purification. 
Even  antisepsis  as  promulgated  by  Lister  could 
easily  have  stemmed  from  the  Book  of  Numbers 
(31:21-24)  wherein  it  proclaims: 

And  Eleazar  the  priest  said  unto  the  men 
of  war  that  went  to  the  battle:  ‘This  is  the 
statute  of  the  law  which  the  Lord  hath  com- 
manded Moses:  Howbeit  the  gold,  and  the 
silver,  the  brass,  the  iron,  the  tin,  and  the 
lead,  everything  that  may  abide  the  fire,  ye 
shall  make  to  go  through  the  fire,  and  it 
shall  be  clean;  nevertheless  it  shall  be  puri- 
fied with  the  water  of  sprinkling;  and  all 
that  abideth  not  the  fire  ye  shall  make  to  go 
through  the  water. 

Justification  for  the  practice  of  medicine  was 
from  the  earliest  times  expressed  in  Biblical  Law 
(Exodus  21: 19). 12  Further,  the  responsibility  for 
the  enforcement  of  the  Mosaic  Health  Codes  lay 
clearly  with  the  legal  division  of  the  Mosaic  ad- 
ministration. Those  who  were  selected  as  health 
officers  were  first  thoroughly  taught  the  state 
health  statutes  and  subsequently  given  full  power 
to  bring  about  the  realization  and  the  actualiza- 
tion of  these  Mitzvoth. 
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ABDOMINAL  INJURIES 
IN  A SMALL  HOSPITAL 


C.  Herbert  Fredell,  M.D. 


This  paper  represents  one  man's  ex- 
periences over  a period  of  approxi- 
mately twelve  years  in  a small  com- 
munity hospital.  He  has  divided  ab- 
dominal injuries  into  penetrating  and 
nonpenetrating  injuries.  The  nonpene- 
trating injuries  out  number  the  pene- 
trating injuries  over  three  to  one.  The 
means  of  selection  of  operative  and 
nonoperative  methods  of  treatments 
are  discussed,  as  well  as  the  final  re- 
sults and  mortality  rate.  A brief  re- 
view of  a portion  of  the  literature  on 
abdominal  injuries  is  discussed. 


An  abdominal  injury  may  vary  in  degree  from 
a minor  wound  to  a life-threatening  organ  dam- 
age. Many  of  the  latter  follow  a blunt  abdom- 
inal injury.  The  magnitude  of  the  over-all  injury 
will  obscure  the  abdominal  findings  in  those  pa- 
tients with  multiple  injuries  who  have  had  blunt 
abdominal  trauma.  On  the  other  hand,  a pene- 
trating injury  of  the  abdomen  is  immediately 
obvious  and  a source  of  early  concern  for  the 
examining  physician. 

When  confronted  with  an  abdominal  injury, 
the  physician  should  recall  the  three  “R’s”  of 
care.  They  are  Resuscitation,  Recognition  of  all 
injuries,  and  Repair  of  all  injured  parts.20 

Rlunt  injury  to  the  abdomen  is  seen  more  often 
than  penetrating  abdominal  injuries  in  the  small- 
er hospital.  The  automobile  produces  the  major- 
ity of  the  blunt  abdominal  trauma  problems.  It 
is  imperative  that  all  physicians  caring  for  vic- 
tims of  vehicular  accidents  be  well  versed  in  the 
diagnosis  of  blunt  abdominal  injuries. 

Material: 

This  report  is  based  upon  an  analysis  of  66 
patients  treated  by  the  author  from  August  1, 
1956  to  May  1,  1967  at  the  Flagstaff  Hospital 
in  Flagstaff,  Arizona. 

There  were  86  injuries  in  66  patients  with  6 
postoperative  deaths,  a death  rate  of  9%. 

This  is  an  unselected  experience  of  a surgeon 
working  in  a non-metropolitan,  small  general 
hospital.  The  Flagstaff  Hospital  has  remained 
a capacity  of  50  beds  until  the  past  year  when 
it  expanded  to  75  beds. 

In  a previous  study,26  it  was  shown  that  death 
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following  injury  treated  at  the  Flagstaff  Hospital 
occurred  predominantly  in  the  young  adult  male 
population.  It  followed  vehicular  accidents  in 
many  cases. 

In  this  study,  the  majority  of  injuries  were 
due  to  blunt  abdominal  trauma  involving  a 
single  intra-abdominal  organ.  (Table  I) 


TABLE  I 

ABDOMINAL  INJURIES 

8-1-56  to  5-1-67 


Type  of  Injury 

Total 

Penetrating 

Blunt 

Patients 

Total  Patients 

15 

51 

66 

Intraperitoneal  Injuries 

None 

1 

5 

6 

Single 

7 

33 

40 

Multiple 

7 

13 

20 

Complications 

Serious  Nonfatal 

1 

6 

Fatal 

0 

6 

All  but  one  fatal  injury  followed  blunt  ab- 
dominal trauma.  Many  of  the  serious  nonfatal 
complications  postoperatively  occurred  in  the 
patient  who  sustained  blunt  abdominal  trauma. 

The  most  frequently  injured  organs  were  the 
spleen,  liver  and  kidney.  (Table  II)  A tabula- 
tion of  other  organ  injuries  and  surgical  pro- 
cedures required  was  done. 

Two  of  the  patients  sustaining  blunt  abdom- 
inal injury  had  only  abdominal  wall  injury  and 


TABLE  II 

ABDOMINAL  INJURIES 


8-1-56  to  5-1-67 

Organ  No. 

Injury  No. 

Procedure 

No. 

Spleen 

21 

Rupture 

21 

Splenectomy 

21 

Liver 

20 

Rupture 

9 

Suture 

6 

Lobectomy 

3 

Laceration 

9 

Suture 

9 

Perforation 

1 

Suture 

1 

Contusion 

1 

Exploration 

1 

Pancreas 

5 

Rupture 

5 

Suture 

5 

Pancreas  & 

Duodenum  & 

Common  Duct 

1 

Rupture 

1 

Suture 

1 

Mesentery 

9 

Rupture 

6 

Bowel  resection  4 

Suture 

2 

Laceration 

3 

Suture 

3 

Small  Bowel 

8 

Perforation 

4 

Suture 

4 

Rupture 

3 

Suture 

3 

Laceration 

1 

Suture 

1 

Colon 

4 

Laceration 

3 

Suture 

3 

Rupture 

1 

Suture 

1 

Rectum 

1 

Rupture 

1 

Suture 

1 

Kidney 

9 

Rupture 

9 

Nephrectomy 

9 

Renal  Pelvis 

1 

Rupture 

1 

Suture 

1 

Adrenal 

2 

Rupture 

2 

Adrenalectomy 

2 

Vena  Cava 

1 

Laceration 

1 

Suture 

1 

Aorta 

1 

Laceration 

1 

Suture 

1 

Ureter 

1 

Perforation 

1 

Suture 

1 

Abdominal 

Hematoma  of 

Wall 

2 

rectus  muscle 

1 

Exploration 

1 

Laceration 

1 

Exploration 

1 

No  injuries 

4 

Exploration 

4 

Total  Injuries 

,86 

Total  Cases  66 

Deaths  6 

Negative  Explorations  of  the  Peritoneal  Cavity  ....  6 
(No  Evidence  of  any  type  Injury  Found  4) 


a negative  laparotomy.  There  was  a total  of  six 
negative  explorations  of  the  abdomen. 

In  every  case  in  which  the  peritoneum  had 
been  entered  by  a wounding  object,  there  was 
intraperitoneal  injury.14, 22 

A tabulation  of  serious  nonfatal  complications 
shows  wound  complications  to  be  the  most  fre- 
quent cause  of  morbidity.  (Table  III)  The  minor 
complications  of  immediate  pulmonary  atelec- 
tasis that  cleared  within  48  hours  have  not  been 
included.  There  were  no  cases  of  serious  pul- 
monary complications,  phlebitis,  hemorrhagic 
shock,  sepsis  intraperitoneally,  or  wound  disrup- 
tion postoperatively. 

TABLE  III 

ABDOMINAL  INJURIES 
8-1-56  to  5-1-67 
Postoperative  Complications0 


Serious  Nonfatal  No.  Cases  Total  Cases 

Penetrating  Injury  16 

Hematoma  of  the  Wound  1 

Blunt  Injury  50 

Deep  Wound  Infection  3 

Superficial  Wound  Infection  1 

Pancreatic  Fistula— 3 weeks  2 

Fatal  6 

Blunt  Injury  5 

Multiple  Injuries  not  Abdominal  1 


*In  all  cases  more  than  one  injury  was  present. 

Fatal  complications  of  sepsis  occurred  in  three 
of  the  six  postoperative  deaths.  In  four  of  the 
six  deaths,  the  surgery  required  was  on  the  gas- 
trointestinal tract.  In  one  case  death  followed  a 
right  hepatic  lobectomy  for  a bursting  injury  of 
the  liver.  In  one  case  death  occurred  following 
suture  of  the  colon.  A herniation  of  the  right  kid- 
ney through  an  unrecognized  tear  of  the  right 
leaf  of  the  diaphragm  with  resulting  complete 
torsion  and  renal  shut  down  occurred.  (Table 
IV) 

TABLE  IV 

ABDOMINAL  INJURIES 

8-1-56  to  5-1-67 


Main  Injury  Associated  With  Death  No.  Cases 

Small  bowel  perforation  2 

Colon  rupture  & rupture  of  diaphragm  1 

Liver  rupture  1 

Duodenum,  pancreas  & common  duct  rupture  1 
Crushed  chest  & head  injury  1 

Cause  of  Death 

Septicemis  & shock  3 

Liver  failure  & shock  1 

Renal  failure  1 

Brain  injury  & crushed  chest  1 


Comment: 

The  major  abdominal  trauma  problem  con- 
fronting the  author  during  the  past  ten  years  in 
a small  hospital  was  that  of  blunt  trauma. 

It  is  of  note  in  this  series  of  cases,  that  the 
only  negative  abdominal  explorations  followed 
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blunt  injury  to  the  abdomen.  In  hindsight  one 
might  say  that  needle  paracentesis  routinely  em- 
ployed in  all  cases  of  blunt  abdominal  injury 
would  have  deterred  exploration  in  only  two  of 
these  eases. 

There  was  one  “overlooked"  or  missed  laparo- 
tomy in  this  series  of  cases.  The  patient  had  blunt 
injury  to  the  abdomen.  He  was  observed  seven 
days  and  discharged.  Ten  days  later,  elsewhere, 
a delayed  rupture  of  the  spleen  required  a splen- 
ectomy. 

None  of  the  patients  with  penetrating  wounds 
of  the  abdomen  were  managed  expectantly.  In 
four  cases  of  stab  wound  of  the  abdomen,  a 
simple  exploration  of  the  wound  in  the  emer- 
gency department  or  operating  room  under  local 
anesthesia  revealed  the  extent  of  the  wound 
to  not  include  peritoneal  penetration.  Simple 
debridement  and  suture  were  done.  In  all  cases 
in  which  the  peritoneal  cavity  was  entered  an 
exploratory  laparotomy  was  done. 

Discussion: 

As  a result  of  more  careful  studies  of  the 
etiology,  pathological  anatomy,  and  physiology 
of  certain  abdominal  injuries  better  results  of 
treatment  are  being  reported.3’ 7’ 15’ 17  Blunt  ab- 
dominal injury  continues  to  carry  a 4 to  25% 
postoperative  death  rate.11’ 13  Multiple  injuries 
have  been  frequently  associated  with  blunt  ab- 
dominal trauma.11 

To  assist  in  early  diagnosis  of  intra-abdominal 
bleeding,  the  use  of  abdominal  paracentesis  by 
needle  or  fine  plastic  catheter  has  been  advo- 
cated.1’ ”’ 12, 13’  20, 25  It  is  particularly  valuable  in 
cases  of  unconscious,  intoxicated  or  uncoopera- 
tive patients  when  the  patient  cannot  be  accur- 
ately evaluated  by  periodic  physical  examination. 
It  must  be  remembered,  however,  that  a nega- 
tive peritoneal  tap  is  not  diagnostic. 

One  area  of  experience  that  has  been  asso- 
ciated with  a high  morbidity  rate  is  that  of  rup- 
tured liver.  The  nature  of  the  bursting  injury  of 
the  liver  with  blunt  trauma  has  been  elucidated 
by  several  authors.1’ 15' 16’ 18  The  need  of  wide  de- 
bridement to  the  point  of  hepatic  lobectomy  has 
been  well  documented.  Adequate  drainage  of 
the  operative  area,  routine  choledochostomy,  use 
of  antibiotics,  and  the  careful  observation  of 
blood  coagulation  status  postoperatively  merit 
emphasis. 

Sizer  et  al21  studied  delayed  rupture  of  the 
spleen,  noting  that  it  had  a mortality  rate  of  10 


to  20%  in  contrast  to  the  1%  mortality  following 
early  splenectomy  for  ruptured  spleen.4’ 21j  23 

Howell  et  al10  noted  that  pancreatic  injuries 
following  blunt  abdominal  trauma  were  follow- 
ed by  a death  rate  of  18%.  Nick  et  al17  and  Free- 
ark7  have  described  the  treatment  of  severe  pan- 
creatic injury  to  include  primary  suture  and  in- 
ternal drainage  procedures.  If  an  elevated  serum 
amylase  is  found  following  blunt  abdominal 
trauma  an  exploration  for  pancreatic  injury  is 
indicated.17 

One  of  the  more  difficult  injuries  to  treat  is 
the  combined  injuries  in  tbe  head  of  pancreas, 
duodenum,  and  common  duct  area.  Isolated 
division  of  the  common  duct  has  been  described 
as  well  as  isolated  duodenal  injuries,3’ 5 however, 
it  is  usual  to  find  more  than  one  of  these  struc- 
tures injured  simultaneously.  Primary  repair  of 
all  injured  structures  or  resection  of  severely 
damaged  structures  gave  the  best  results. 

The  recognition  and  treatment  of  renal  injur- 
ies has  been  established  for  several  years.  Rou- 
tine use  of  intravenous  pyelography  and  a less 
agressive  policy  concerning  surgical  interven- 
tion have  both  helped  conserve  useful  damaged 
renal  tissue. 

Urinary  bladder  injury  often  occurs  following 
blunt  abdominal  injury  when  it  is  filled  with 
urine  or  when  there  is  an  associated  fracture  of 
the  pelvis.  A diagnosis  of  rupture  of  the  bladder 
is  best  established  with  an  uretheral  catheter 
cvstogram. 

Biggs  et  al2  reported  his  experience  with  civil- 
ian colon  injuries  noting  a 5.5%  postoperative 
mortality.  Wilson  et  al24  noted  that  58%  of  his 
series  of  civilian  intestinal  wounds  were  due  to 
stabbings.  He  was  reluctant  to  manage  this  type 
of  wound  expectantly.  Herman  and  Hubay9  ana- 
lyzed small  intestinal  perforation  noting  a post- 
operative mortality  of  14%  when  it  was  asso- 
ciated with  other  injuries  but  only  6%  when  it 
was  an  isolated  injury. 

Summary: 

1.  A review  of  a 10  years  9 months  period  of 
experience  with  the  care  and  treatment  of  ab- 
dominal injuries  in  a small  hospital  in  a small, 
relatively  isolated  city  in  north  central  Arizona 
has  been  presented. 

2.  During  the  period  of  this  study,  there  were 
66  patients  operated  upon  for  86  injuries.  There 
were  6 deaths,  a postoperative  mortality  rate 
of  9%. 
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3.  All  of  the  postoperative  deaths  occurred  in 
patients  that  had  blunt  abdominal  trauma  caus- 
ing the  injury.  Sepsis  was  the  most  common 
cause  of  death. 

4.  All  of  the  laparotomies  that  revealed  no 
intra-abdominal  injury  were  done  for  patients 
that  had  blunt  abdominal  trauma.  One  patient 
died  following  a negative  laparotomy  of  causes 
unrelated  to  the  surgery.  Abdominal  needle  para- 
centesis has  not  been  routinely  employed  during 
the  period  of  this  study.  In  all  cases  that  the 
peritoneal  cavity  was  entered  by  a wounding 
object,  there  was  intra-peritoneal  injury. 

5.  A brief  review  of  a few  of  the  pertinent 
published  papers  relating  to  this  problem  has 
been  presenetd. 
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As  we  approach  the  end  of  another  year  of 
Association  activity  and  prepare  for  the  77th 
Annual  Meeting  of  The  Arizona  Medical  Asso- 
ciation, we  find  that  considerable  unfinished 
business  remains,  although  it  has  been  as  a whole 
a year  of  orderly  progress. 

Your  President  has  presented  on  this  page,  as 
we  passed  through  the  year  month  by  month, 
messages  on  issues  of  importance  in  context  as 
leader  of  the  Association.  In  my  final  message 
I beseech  the  membership  to  cast  aside  at  times 
the  cloak  of  preoccupation  and  containment  in 
the  profession  and  have  concern  also  of  govern- 
mental, economic,  social  and  related  affairs  in 
the  community.  Who  can  best  help,  intelligently 
advise  on  public  education,  public  safety,  volun- 
tary health  agencies,  community  health  needs, 
environmental  health,  planning  of  consumer  ori- 
ented health  delivery  councils,  but  physicians? 

As  leaders  in  the  community,  to  serve  a right- 
ful purpose  means  responsibility,  dedication,  a 
willingness  to  accept  authority.  Ordway  Tead, 
in  his  book  The  Art  of  Leadership,  gives  us  this 
definition,  “Leadership  is  the  activity  of  influ- 
encing people  to  cooperate  toward  some  goal 
which  they  come  to  find  desirable.”  He  goes  on 
to  say  that  it  is  not  a matter  of  hypnosis,  bland- 
ishment or  salesmanship,  it  is  a matter  of  leading 
out  from  within  individuals  those  impulses,  mo- 
tives and  efforts  which  they  discover  to  represent 
themselves  most  truly.  Leadership  is  known  by 
the  personalities  it  enriches,  not  by  those  it 
dominates  and  captivates.  The  relationship  be- 
tween leader  and  led  is  a mutually  dependent 
one  in  which  each  helps  the  other  to  achieve 
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certain  ends.  Thus,  a willingness  to  assume  re- 
sponsibility and  authority,  a genuine  liking  and 
concern  for  people  and  ability  to  appraise  situa- 
tions readily  and  to  see  their  significance  in  the 
total  setting  of  present  and  past  experiences, 
coupled  with  a genuine  enthusiasm  in  this  work, 
should  be  to  the  modern  day  physician  a creed 
which  he  in  part  is  already  utilizing  in  his  day 
to  day  relationships  with  his  patients  in  his  pro- 
fession. The  physician  today  must  be  a leader 
in  the  community  in  which  he  labors.  It  is 
important!  The  Association  would  be  immeasur- 
ably strengthened  by  this  activity,  the  much 
maligned  physician  image  could  return  to  its 
former  position  of  creditation  and  prestige. 
Aloofness,  isolation  and  unconcern  to  your  sur- 
roundings, my  fellow  colleagues,  be  it  in  matters 
concerning  your  practice  or  related  endeavors, 
give  encouragement,  added  incentive,  and  is  a 
delight  to  those  who  wish  a change  in  the  system. 

It  has  been  an  interesting  year,  a Herculean 
task,  complicated  by  the  fact  that  there  are  only 
twenty-four  hours  in  the  day.  My  sincere  thanks 
to  all  of  those  who  so  unselfishly  gave  of  their 
time  and  talent  to  further  the  affairs  of  the 
Association. 

To  the  incoming  President,  Dr.  Arthur  V. 
Dudley,  Jr.,  eminently  qualified,  who  will  give  us 
the  total  leadership  needed,  let  us  proceed  to 
greater  achievements  for  the  benefit  of  all  the 
members  of  the  Association. 

Adios! 

Arnold  H.  Dysterheft,  M.D. 

President 
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DEAN'S  I 


SOCIAL  PERSPECTIVES  IN  MEDICINE -II 


Last  month  we  commented  on  the  widespread 
desire  among  medical  educators  today  to  train 
physicians  who  are  both  sensitive  and  responsive 
to  the  personal  human  values  involved  in  med- 
icine, and  to  the  complex  structure  of  modern 
society  within  which  medicine  functions.  We 
also  described  briefly  the  establishment  within 
the  new  College  of  Medicine  of  a Division  of 
Social  Perspectives  in  Medicine,  charged  with 
keeping  these  facets  of  the  medical  student’s 
education  in  balance  with  the  remainder  of  his 
laboratory  and  clinical  training. 

Every  medical  school,  like  every  graduate 
school,  is  faced  with  an  age-old  dilemma:  there 
is  more  to  learn  than  can  be  packed  effectively 
into  the  time  available.  The  medical  student’s 
time  during  the  academic  year  is  almost  com- 
pletely committed,  from  early  morning  to  eve- 
ning, to  lectures,  laboratory  work,  and  clinical 
training.  During  the  brief  summer  months,  the 
medical  student  will  most  likely  work  in  a med- 
ical laboratory,  or  some  other  kind  of  health 
institution,  in  order  to  further  his  technical 
training,  bolster  his  finances,  and  renew  his  ded- 
ication to  his  studies.  His  knowledge  of  both 
the  fundamentals  of,  and  recent  advances  in, 
such  areas  as  biochemistry,  pharmacology,  and 
internal  medicine  must  not  be  slighted. 

But,  as  we  indicated  earlier,  there  are  other 
aspects  of  the  training  of  tomorrow’s  physicians 
which  are  taking  on  increasing  importance  and 
urgency. 

The  first  of  these  is  that  the  young  physician 
should  gain  a clearer  understanding  of  the  com- 
plex ways  in  which  medicine  and  society  interact 
and  influence  each  other.  As  one  contemporary 
medical  historian  has  put  it,  “it  has  become 
abundantly  clear  that  medicine  is  more  intimate- 
ly bound  to  the  destinies  of  state  and  community 
than  is  or  has  been  recognized  and  acknow- 
ledged.’’ We  want  our  medical  graduates  to  be 
capable  of  viewing  the  many  faceted-institution 
that  is  medicine  today  through  the  eyes  of  other 
segments  of  society;  to  see  it  — both  its  strengths 
and  is  weaknesses  — as  do  lawyers,  sociologists, 
economists,  theologians,  and  political  leaders. 
We  want  our  medical  graduates  to  know  that 
both  medical  and  administrative  decisions  made 
by  physicians  often  have  consequences  that 
affect  many  other  professions  and  institutions 
of  our  country;  and  vice  versa.  We  want  them 


to  be  able  to  sift  the  diverse  opinions  about 
such  topics  as  health  insurance,  the  morality  of 
experimental  human  genetics,  or  the  best  way  to 
provide  health  services  to  the  poverty-stricken  — 
to  sift  these  issues  in  order  to  recognize  and 
gain  some  comprehension  of  the  fundamental 
social  questions  on  which  people  disagree.  And 
we  want  them  to  understand  the  kind  of  in- 
formation that  our  elected  representatives,  pub- 
lic administrators,  and  neighbors  have  about  our 
society,  and  on  which  they  must  form  their 
opinions  and  decisions  about  the  public  support 
of  medical  research  and  services. 

Our  second  concern  is  that  the  medical  stu- 
dent acquire  a personal  outlook,  a long-range 
philosophy  of  life  and  work  that  will  sustain  and 
reward  him  throughout  his  career.  The  easiest 
path  in  medicine,  as  it  is  in  so  many  other 
fields,  is  to  limit  one’s  attention  and  span  to  the 
presenting  symptoms,  to  this  month’s  profession- 
al journals,  and  to  today’s  patients.  It  would  be 
much  easier  to  train  only  for  today,  which  too 
soon  is  yesterday.  But  I think  you  will  agree 
that  we  should  try  to  help  our  future  physicians 
to  recognize  and  understand  the  entire  spectrum 
of  emotional  satisfactions  and  frustrations  that 
are  a part  of  being  a doctor.  We  want  them  to 
choose  wisely,  personal  and  moral  values  that 
will  guide  their  lives  and  that  will  make  it  pos- 
sible for  them,  as  doctors,  to  inspire  and  comfort 
those  whom  they  serve. 

Perhaps  such  basic  personal  goals  can  be 
achieved  only  with  the  maturity  that  comes  of 
greater  age  and  wider  experience.  We  think, 
however,  that  a medical  school  curriculum 
should  encourage  and  build  on  the  breath  of 
intellectual  interests  typical  of  the  undergraduate 
years.  Tomorrow’s  physician  will  be  asked  to 
advise  on  an  increasingly  wide  variety  of  public 
issues  and  policies  relating  not  only  to  health 
services  and  health  research  but  also  to  individ- 
ual behavior  and  social  values.  Can  we  afford 
the  time  in  medical  school  training  occasionally 
to  pause  and  look  ahead  to  where  medicine  and 
science  and  our  society  are  likely  to  be  a genera- 
tion from  now?  Perhaps  we  should  turn  the 
question  around:  Can  we  afford  not  to  do  so? 
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WE  ARE  DRY 
AND  HARD  AS  COAL 

When  we  were  youngsters  my  brother  and  1 
had  to  get  up  every  morning  to  serve  at  six 
o’clock  Mass.  My  brother,  older  than  I and  more 
secure  in  my  father’s  affection,  would  sometimes 
sneak  a swig  of  the  sour  altar  wine.  I’d  wait 
apprehensively  for  the  wrath  of  God  to  smite 
him  — and  be  secretly  disappointed,  of  course, 
when  it  didn’t. 


Both  handicaps  and  blessings  accrued  from 
the  rigorous  training  of  that  earlier  generation. 
There  was  no  invitation  to  adolescent  insubordi- 
nation. There  was  no  leniency  in  matters  of 
obedience  or  punctuality  or  respect.  Fear  of  the 
consequences  of  transgression  fenced  us  in  like 
barbed-wire,  and  we  either  behaved  ourselves 
or  jumped  the  fence  completely  and  went  hog 
wild. 

The  more  despotic  disciplines  tended  to  con- 
strain one’s  attitude  toward  living.  Conscien- 
tiousness became  a negative  virtue,  a dread  of 
disapproval.  Ambition  was  somewhat  inhibited, 
cramped  by  feelings  of  undeserving  and  intimi- 
dation. With  arms  raised  so  often  to  ward  off 
imaginary  punishment,  one  neglected  to  reach 
for  a reward. 

To  reach  for  what  reward?  Ah,  this  is  a pro- 
found question  and  virtually  imponderable. 
What  might  be  your  most  important  goal  in  life? 
If  you  ask  yourself  to  designate  it  and  set  forth 
its  meaning,  you  will  be  almost  angrily  dissatis- 
fied because  you  can  never  quite  find  the  words. 

At  first  you  may  recite  musty  old  phrases  from 
the  catechism:  “.  . . to  serve  God  in  this  world 
and  to  be  happy  with  Him  in  the  next.”  Or  you 
may  resort  to  platitudes:  “to  make  the  world  a 
better  place  for  my  children.”  No  apology  for 
that.  The  platitudes,  the  proverbs  and  maxims 
and  aphorisms,  became  such  because  they  pack- 
aged timeless  and  universal  truths.  Nevertheless 
for  our  purpose  they  seem  vicarious  and  un- 
defined. 

One  turns  in  vain  to  modem  psychology.  It 
has  become  concerned  with  the  relationship  of 
the  individual  not  to  himself  but  to  those  about 
him.  Granted  that  a man  will  not  be  content 
in  isolation,  cannot  be  happy  without  trying  to 
be  of  service  to  someone  else’s  happiness.  But 
because  people  can  seldom  be  made  happy,  he 
will  probably  fail.  To  put  it  succinctly:  when 
emotional  indenture  is  the  pulp,  ambivalence  is 
the  rind.  Anyway,  transaction  with  others  begs 
our  question. 

It  is  unavoidably  impudent  at  this  point  to 
have  to  disregard  a whole  library  of  metaphysics. 
The  caucasion  mind  instinctively  dismisses  any 
schizoid  striving  for  satori,  any  notion  of  dis- 
solving in  some  serene  ocean  of  transcendental- 
ism. We  have  crawled  ashore  from  the  Sea  of 
Amnion;*  we  are  dry  and  hard  as  coal. 
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“Gentle,  non-medical  reader,  amniotic  fluid  is  that  which  surrounds 
and  protects  the  foetus. 


Most  of  our  energy  is  banked  by  the  clinkers 
of  contingency  and  the  ashes  of  everyday  work. 
There  is  never  time  for  uncompromised  excel- 
lence. Even  the  very  successful  executive  or  pro- 
fessional man,  aware  of  the  irregular  shapes  of 
loneliness,  will  express  his  longing:  Shouldn’t 
there  be  something  more? 

The  longing  will  sometimes  glow  to  incan- 
descence when  we  listen  to  music.  One  then 
aspires  to  a more  lofty  objective  than  gossip  or 
golf  or  travel  or  social  recognition.  But  the  per- 
son who  learns  to  enjoy  music  and  literature 
and  art  runs  as  especial  risk,  the  risk  of  intellec- 
tual obstipation  and  obesity. 

This  is  the  commonest  misadventure  of  all  — 
the  cultivation  of  an  exclusively  receptive  intel- 
ligence. One  might  read  all  the  great  books,  at- 
tend all  the  concerts,  travel  the  world  to  see 
statues  and  paintings.  He  would  be  enriched,  of 
course,  but  still  not  satisfied. 

For  the  love  of  beauty  and  the  love  of  ideas 
are  like  charity  — or  like  the  love  of  a person. 
There  is  only  partial  or  paltry  gratification  in  the 
passive  recipient,  and  for  the  spectator  there  is 
none  at  all. 

We  spend  a third  of  our  lives  sitting  in  the 
audience,  being  taught.  For  another  third  we  are 
mostly  imitators,  doing  and  saying  things  as  they 
were  taught.  It  is  not  enough. 

A person  ought  to  be  creative  — or  at  least 
try  to  be.  And  I think  this  is  the  closest  we  will 
come  to  answering  the  question  about  a para- 
mount objective  in  life.  Can  you  imagine  any 
other  goal  or  purpose  for  the  ceaseless  activity 
of  the  mind?  Everything  else  by  way  of  learning 
and  refinement  of  taste,  everything  acquired 
and  assembled,  should  be  a means  or  prepara- 
tion for  creativity. 

How  to  be  creative?  Let  me  demur:  I am  not 
qualified  to  write  with  authority.  I can  only 
make  a few  suggestions. 

1.  Lack  of  confidence,  feelings  of  inadequacy, 
fears  of  rejection  — these  are  rationalizations. 
The  injunction  to  withdraw  at  times  from  the 
audience  does  not  necessarily  imply  that  one 
must  get  up  on  the  stage  to  perform.  Our  adver- 
tence is  still  to  the  individual  in  the  ultimate 
solitude  which  is  his  lot.  To  be  original  first 
and  always  requires  permission  from  one’s  own 
superego,  no  small  charge.  We  are  imbued  with 
meekness,  afraid  to  leave  the  commonplace.  An 
intimidating  conscience  keeps  us  as  well  from 


greatness  as  from  evil. 

2.  To  be  creative,  they  say,  is  to  have  easy 
access  to  the  unconscious.  The  artist  makes  de- 
liberate and  delighted  use  of  the  same  mental 
mechanisms  which,  by  virtue  of  their  inaccessi- 
bility, are  so  crippling  to  a neurotic:  the  con- 
densations and  displacements  and  symboliza- 
tions. (The  poetic  phrase,  “We  are  dry  and  hard 
as  coal,”  tries  to  condense  the  ineffable  feeling 
of  separateness  and  a wordless  suggestion  of  the 
potential  illumination  and  energy  of  fuel.) 

3.  The  gymnasium  of  creativity  is  humor.  Jux- 
taposition of  incongruities,  quick  recognition  of 
absurdities  will  hone  the  intellect.  And  the  habit 
of  searching  for  similes  and  metaphors  will  keep 
it  from  rusting  in  its  scabbard. 

4.  It  is  helpful  to  have  in  the  mind  a whole 
antique  shop  full  of  classics  and  curios.  But 
encyclopaedic  information  is  not  necessary.  And 
again  one  must  beware  the  humility,  the  inse- 
curity, of  a gluttonous  orientation. 

5.  Expertise  or  excellence  always  depends  on 
specialization.  About  a sufficiently  circumscribed 
subject  everything  that  is  known  can  be  learned. 
This  is  encouraging.  Having  mastered  his  subject 
one  can  venture  into  originality.  We  are  not  just 
rock  collectors.  A rock  or  a piece  of  wood  can 
be  chipped  or  scraped  until  a nearly  perfect 
hand  or  head  appears.  What  difference  if  it  takes 
a week  or  a year?  In  a small  plot  of  ground  a 
very  few  bulbs  can  be  crossed  and  tended  — 
and,  lo,  a new  kind  of  tulip  may  grow.  A whole 
volume  of  thought  can  sometimes  be  reduced 
to  a couplet. 

6.  We  are  taught  what  is  common;  i.e.,  how 
constellations  of  similar  attributes  bring  a case 
under  this  or  that  definition  or  diagnosis.  All 
waltzes,  for  example,  are  alike  in  their  three- 
quarter  time  and  in  having  an  accent  on  the 
first  beat.  To  think  or  work  creatively  is  to 
acknowledge  the  limitations,  the  similarities  — 
but  then  to  look  for  differences.  Almost  anything 
in  the  mind  or  at  hand  will  gladly  lend  itself  to 
new  expression,  new  design.  Evolution  works 
only  through  mutation  and  selection.  So  do  we. 

Successful  careers  and  human  relationships 
are  necessary.  Yet  they  are  neither  constant  nor 
quite  satisfying  goals  in  life.  Even  bereft  of  these 
and  all  alone  a man  can  still  contribute  a micro- 
cosmic  bit  to  the  evolutionary  process  of  crea- 
tion. This  is  an  A-shaped  stile  at  the  end  of  the 
fence  of  inhibition. 
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CASE  REPORT 


A CASE  OF  ALLERGY 
TO  SCORPION  ANTIVENIN 


Leo  Schnur,  M.D. 
Paul  Schnur,  M.D.: 


From  the  Oak  Creek  Medical  Clinic,  Sedona,  Arizona. 
°Dr.  P.  Schnur’s  present  address  is  3931  6th  Street  NW, 
Rochester,  Minn.  55901. 


Introduction 

A lyophilized  scorpion  antitoxin  is  available 
through  the  Poisonous  Animals  Research  Labora- 
tory of  Arizona  State  University.  The  antivenin 
is  available  in  cat  serum. 

In  1957  Stahnke1  reviewed  235  clinical  reports 
of  216  vials  of  antivenin  injected.  There  were 
only  six  cases  of  mild  hypersensitivity  which  in- 
cluded mild  erythema  and  induration  at  the  site 
of  injection  and  one  case  of  faint  urticaria.  There 
has  been  no  report  of  a serum  reaction  to  the 
antivenin  to  this  date.2 

The  antivenin  is  only  recommended  for  stings 
by  Centruroides  sculpturatus  and  Centruroides 
gertschi.  It  is  only  specific  for  these  two  species. 
Cose  Report 

On  March  28,  1964  a 65-year-old  lady  present- 
ed 15  minutes  after  being  stung  by  a scorpion  on 
the  base  of  the  neck  on  the  left.  She  brought 
the  live  scorpion  with  her.  The  patient  had  been 
stung  in  a home  near  Sedona,  Arizona. 

The  patient  was  asymptomatic  and  gave  a 
history  of  being  well  except  for  frequent  bouts 
of  pneumonia  in  the  past.  She  was  allergic  to  no 
medications.  Physical  examination  revealed  a 
healthy  elderly  white  female  in  no  distress.  There 
was  a small  puncture  wound  at  the  base  of  the 
neck  on  the  left  without  evidence  of  swelling, 
erythema,  or  hyperesthesia. 

The  scorpion  was  tentatively  identified  as  C. 
gertschi.  This  was  later  confirmed  by  the  Poison- 
ous Animals  Research  Laboratory  of  Arizona 
State  University. 

Ice  was  applied  to  the  area  for  a total  of  two 
hours  and  three  cubic  centimeters  of  scorpion 
antivenin  was  given  intramuscularly  in  the  right 
hip  55  minutes  after  the  sting. 

The  patient  remained  asymptomatic  until  the 
sixth  day  after  the  sting  at  which  time  she  de- 
veloped pain  and  itching  at  the  site  of  the  anti- 
venin injection.  Later  that  day  she  noted  a vesic- 
ular eruption  about  the  size  of  a silver  dollar 
over  the  site  of  injection.  By  the  seventh  day 
this  had  developed  into  a large  swollen  red  and 
hot  area. 

She  returned  to  the  clinic  on  the  ninth  day 
after  the  sting.  A large  17  x 15  centimeter  area 
of  erythema,  swelling,  and  tenderness  was  noted 
on  her  right  gluteal  area.  The  area  was  warm  to 
touch  and  similar  smaller  satellite  lesions  were 
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noted  superiorly  (see  figure  one).  The  areas 
were  extremely  pruritic. 


Fig.  1 


The  patient  was  started  on  Deltasone  by 
mouth  5 mgs.  three  times  a day.  The  following 
day  there  were  additional  satellite  lesions  and 
the  primary  area  was  enlarging.  She  was  given 
Depo-Medrol  40  mgs.  intramuscularly. 

Over  the  next  couple  of  days  the  lesion  started 
to  clear  and  steroids  were  discontinued.  The 
patient  left  to  return  to  her  home  in  Michigan. 

The  patient  wrote  that  on  her  return  trip 
home  she  developed  abdominal  cramps  and  diz- 
ziness that  required  bed  rest  for  a number  of 
days.  She  then  recovered  completely  and  did 
well. 

Discussion 

This  patient  presents  a case  of  serum  sickness 
resulting  from  scorpion  antivenin  in  cat  serum. 
This  reaction  has  not  been  reported  before  but 
should  be  expected  since  the  antitoxin  is  in  an 
animal  serum.  The  patient  presented  here  did 
not  have  a classic  case  of  serum  sickness  since 
the  rash  remained  localized  to  the  area  of  the 
injection  site  and  there  were  no  joint  symptoms. 
The  steroids,  however,  given  in  treatment  prob- 
ably altered  the  natural  history  of  the  illness. 

Stahnke3  stresses  that  the  antivenin  should  not 
be  used  indiscriminately  for  any  and  all  scorpion 
venenation  since  it  is  type  specific  for  C.  sculp- 
turatus  and  C.  gertschi, 

Summary 

A case  of  serum  sickness  is  reported  in  a pa- 
tient who  received  scorpion  antivenin.  This  un- 
reported complication  of  the  antitoxin  in  cat 
serum  demonstrates  that  this  treament  is  not 
without  danger  and  should  not  be  used  indis- 
criminately for  scorpion  sting. 
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January  24, 1968 
Dr.  Roland  F.  Schoen 
1023  East  Florence  Boulevard 
Casa  Grande,  Arizona  85222 
Dear  Roland: 

Your  renovation  of  the  cover  of  Arizona  Med- 
icine is  excellent.  I think  this  is  a very  desirable 
step  forward  and  am  pleased  that  you  have 
taken  it.  This  was  a move  that  I had  hoped  to 
do  in  the  past,  but  the  cost  prevented  it  some 
years  ago.  I’m  very  appreciative  that  you  have 
been  able  to  do  it  now. 

Sincerely, 

Darwin  W.  Neubauer,  M.D. 


February  8,  1968 
To:  Mr.  Robert  Carpenter, 

Arizona  Medical  Association 
Mr.  Bruce  E.  Robinson, 

Arizona  Medicine 
Dear  Bob  and  Bruce: 

The  January  issue  of  Arizona  Medicine  is  cer- 
tainly pretty.  I like  the  cover  picture  and  your 
new  format.  Both  are  very  attractive. 

I will  be  watching  future  issues  for  the  de- 
velopments promised  in  your  editorial  on  page 
11  of  the  January  issue. 

Hope  all  is  going  well  for  you. 

Best  regards, 

Donald  G.  Derry 
Managing  Editor 
Rocky  Mountain  Medical  Journal 


February  29,  1968 

Roland  F.  Schoen,  M.D. 

4601  North  Scottsdale  Road 
Suite  201 

Scottsdale,  Arizona  85251 
Dear  Dr.  Schoen, 

Congratulations  on  your  Head  Injury  Issue  of 
February.  It  was  nicely  done  and  covers  the 
field  very  well. 

Sincerely  yours, 

Carl  O.  Rice,  M.D. 
Editor-in-Chief 
Minnesota  Medicine 
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FUTURE  MEDICAL  MEETINGS 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
77th  ANNUAL  MEETING 

APRIL  23  through  27,  1968 

SAFARI  HOTEL 

SCOTTSDALE,  ARIZONA 

17  GUEST  SPEAKERS  FROM  USC 
20  GUEST  SPEAKERS  FROM  ARIZONA 
74  SCIENTIFIC  PRESENTATIONS 


ttledical  Center  'X-tfaif  and  Clinical  Xabrraterif 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 


CLINICAL  PATHOLOGY 


TISSUE  PATHOLOGY 


ELECTROCARDIOGRAPHY 


BASAL  METABOLISM 


PORTABLE  X-RAY  AND  E.K.G.  SERVICE 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 


Martin  L.  List,  M.D.,  Radiologist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


BOARD  OF  MEDICAL 
EXAMINERS 

The  following  doctors  of  medicine  were  issued 

licenses  to  practice  medicine  in  the  State  of 

Arizona,  on  January  13,  1968: 

4799  ALTSCHULER,  Gerald  (IM),  2925 

Grand  Concourse,  Bronx,  New  York 
10468 

4800  ANSFIELD,  Joseph  (P)  Univ.  of  Arizona, 
Student  Health  Svc.,  Tucson,  Ariz.  85721 

4779  BARANKO,  Paul  Victor  (PD),  St. 
Joseph’s  Hospital,  Phoenix,  Ariz.  85013 

4780  BARBOUR,  Edmund  Martin  (GP),  1550 
E.  Indian  School  Rd.,  Phoenix,  Ariz.  85014 

4781  BECK,  James  Stephen  (IM),  14  North 
Central  Ave.,  Phoenix,  Ariz.  85004 

4801  BROOME,  Robert  Ogie  (R),  1603  N. 
Tucson  Blvd.,  Tucson,  Ariz.  85716 

4802  BURKHARDT,  Boyd  Roberts  (PS),  1601 
N.  Tucson  Blvd.,  Tucson,  Ariz.  85716 

4803  BYRNE,  John  (IM),  Veterans  Adm.  Hos- 
pital, Phoenix,  Ariz.  85012 

4804  COE,  John  Edward  (NS),  Univ.  of  Texas 
Med.  Branch,  Galveston,  Tex.  77550 

4782  CORDASCO,  Elizabeth  B.  (CHP),  3352 
E.  Camelback  Rd.,  Phoenix,  Ariz.  85018 

4805  CURRAN,  Thomas  Edward  (ORS),  1666 
Elmira  St.,  Aurora,  Colo.  80010 

4783  CYPERT,  Harold  Stoddard  (ANES), 
Univ.  of  Calif.  Med.  Ctr.,  San  Francisco, 
Calif. 

4806  DAVIS,  John  Robert  (PATH),  Coll,  of 
Med.,  Univ.  of  Ariz.,  Tucson,  Ariz.  85721 

4807  DAVIS,  Thomas  Edward  (IM),  Maricopa 
Co.  Gen.  Hospital,  Phoenix,  Ariz.  85009 

4808  DAYWITT,  Robert  LeRoy  (GP),  218  E. 
Stetson  Dr.,  Scottsdale,  Ariz.  85251 

4809  DICKENMAN,  Robert  Charles  (PATH), 
1420  St.  Antoine,  Detroit,  Mich.  48226 

4810  DUBNOW,  Morton  Howard  (IM),  2021 
N.  Central  Ave.,  Phoenix,  Ariz.  85004 

4811  EPSTEIN,  Sheldon  (IM),  9211  N.  2nd 
St.,  Phoenix,  Ariz.  85020 

4812  FEE,  Norman  Francis  (ORS),  2620  N. 
3rd  St.,  Phoenix,  Ariz.  85004 

4813  FELDMAN,  Marc  Samuel  (OPH),  631  — 
9th  St.,  Douglas,  Ariz.  85607 

4814  FINE,  Morris  Harry  (IM),  Medical  Sq., 
Tucson,  Ariz.  85716 

4815  FRIEDENTHAL,  Roger  Philip  (PS), 


1825  E.  Garfield  St.,  Phoenix,  Ariz.  85006 

4784  GARRETSON,  Henry  David  (NS),  3801 
University  St.,  Montreal,  Canada 

4875  GOODIN,  Robert  Ray  (GP),  4402  N.  7th 
St.,  Phoenix,  Ariz.  85014 

4816  GROSS,  Alton  Frank  (ORS),  Crippled 
Children’s  Hosp.,  Phoenix,  Ariz.  85006 

4817  HAREBOTTLE,  Norman  Harold  (GP), 
148  N.  Grand,  Fowlerville,  Mich.  48836 

4818  HASBROUCK,  Paul  Adrian  (GP),  19 
South  Center  St.,  Bensenville,  111.  60106 

4819  KELLEY,  John  James  (NS),  926  E.  Mc- 
Dowell Rd.,  Phoenix,  Ariz.  85006 

4820  KISHNER,  Ira  (CHP),  40  Clinton  St., 
Brooklyn,  New  York  11201 

4821  KNIGHT,  Curtis  Craigen  (ANES),  1300 
University  Ave.,  Madison,  Wise.  53706 

4786  LAWSON,  JR.,  William  Harvey  (PD),  31 
W.  Camelback  Rd.,  Phoenix,  Ariz.  85013 

4835  LECHER,  Benjamin  (OBG),  84-01  Main 
St.,  Jamaica,  New  York  11435 

4787  LISIEWSKI,  Jack  (OBG),  Good  Samari- 
tan Hospital,  Phoenix,  Ariz.  85006 

4822  LOFFER,  II,  Franklin  Davis  (OBG), 
2021  N.  Central  Ave.,  Phoenix,  Ariz.  85004 

4823  MILLER,  Leonard  Robert  ( PATH ) , Coll, 
of  Med.,  Univ.  of  Ariz.,  Tucson,  Ariz. 
85721 

4824  MINAS,  Thomas  Folk  (OPH),  National 
Inst,  of  Health,  Bethesda,  Md.  20014 

4825  NILSEN,  John  Anton  (OPH),  600  South- 
dale  Medical  Bldg.,  Minneapolis,  Minn. 
55435 

4788  PASCUAL,  Fernando  Jordan  (GP),  Ken- 
necott  Copper  Hosp.,  Kearny,  Ariz.  85237 

4789  RANGEL,  Hugo  (OBG),  Imperial  Coun- 
ty Hosp.,  Box  1771,  El  Centro,  Calif.  92243 

4790  ROBLES,  Neopito  Leon  (TS),  Veterans 
Adm.  Hospital,  Tucson,  Ariz.  85713 

4791  SCHUMACK,  Stephen  Michael  (GS), 
Maricopa  Co.  Gen.  Hosp.,  Phoenix,  Ariz. 
85009 

4826  SCOTT,  JR.,  Augustus  Winfield  (GP), 
Richfield  Clinic,  Richfield,  Utah  84701 

4827  SCOTT,  Vernon  Robert  (GP),  460  Law- 
rence St.,  Quincy,  Calif.  95971 

4792  SINGER,  Richard  Alan  (OBG),  St.  Jo- 
seph’s Hospital,  Phoenix,  Ariz.  85013 

4793  SKIPTON,  Robert  Brock  (GP),  218  E. 
Stetson  Dr.,  Scottsdale,  Ariz.  85251 

4794  SMITH,  Ernest  Wendell  (IM),  444  W. 
Osborn  Rd.,  Phoenix,  Ariz.  85013 


ARIZONA  MEDICINE 


4828  SMITH,  Thelma  Marie  (PATH),  Mari- 
copa Co.  Gen.  Hosp.,  Phoenix,  Ariz.  85009 

4795  SPOTNITZ,  Murray  (PUD),  Maricopa 
Co.  Gen.  Hosp.,  Phoenix,  Ariz.  85009 

4796  STIMMELL,  Frederic  Neil  ( GP ) , USPHS 
Hospital,  Sells,  Ariz.  85634 

4829  SUNDT,  JR.,  Thoralf  Mauritz  (NS),  20 
South  Dudley,  Memphis,  Tenn.  38103 

4797  TRIOLO,  Anthony  (GP),  100  S.  Monitor 
Pi.,  Tucson,  Ariz.  85710 

4830  WASS,  Robert  Wesley  (D),  311  East 
Kirkwood,  Rloomington,  Ind.  47401 

4798  WEISTART,  Frank  David  (GP),  4700 
N.  51st  Ave.,  Phoenix,  Ariz.  85031 

4831  WICK,  John  Leroy  (GP),  Rutler  Hos- 
pital, Rutler,  Pennsylvania  16001 

4832  WILHELM,  Rudolf  Ernst  (A),  751  So. 
Military  Rd.,  Dearborn,  Mich.  48124 

4833*  WILLY,  Ralph  Gilmore  (R),  Cochise 
County  Hospital,  Douglas,  Ariz.  85607 

4834  WU,  John  Wai-Chee  (R),  Good  Samari- 
tan Hospital,  Phoenix,  Ariz.  85006 

* Limited  License  issued  in  accordance  with 
statutory  provisions.  (Sec.  32-1425.8.) 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


anticostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitaminsand  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

® Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn't 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 
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When  the  agitated  geriatric  disrupts  the  home. . . 


His  disturbances 
at  the  table 
make  every  meal 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


His  slovenly 
room  and  habits 
create  more 
tension. 


His  daughter 
can’t  please  him. 
There  is  “just 
no  livi 


In  moderate  to  severe  anxiety . . . 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 
a Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril* 

(thioridazine) 
25  mg.t.i.d.c, 


SAN  DOZ 


Before  prescribing,  see  package  insert  for  full  product  information. 


68-H4 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  Th< 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (sue! 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weig 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretio 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  change 
in  libido,  changes  in  appetite,  cystitis 
like  syndrome,  headache,  nervousnes 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo 
sum,  hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved): thrombophlebitis,  pulmonar 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-I  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  off er  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving.  Immobile  spermatozoa  as  they  appear  in  cervical  mucus 

taken  from  patient  treated  with  Norinyl-1. 


(norethmdrone  lmg,  c mestranol  0.05mg) 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


ilk'll 


5055  North  34th  Sti 


PHOENIX,  ARIZi 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHli 

A Non-Profit  Corpor; 


Tb  (mwoJL  atm/wpkme/ 


of  Camelback  Hospital 
is  one  of  relaxed  Western  living. 

Looking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area. 

1 he  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


[_ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  ol  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5.2-6. 0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 


CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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Tissue's  healing  nicely. 
Yeti  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Indications:  For  use  in  management  of  anxiety  and  tension  occurring 
alone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
disorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
leep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechjae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition;  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Professionally  posed. 
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Heading  the  group  of  components  in  nTz®  Nasal  Spray 
is  Neo-Synephrine®,  the  leader  among  nasal  deconges- 
tants. After  thirty-two  years,  it  remains  the  standard  by 
which  the  others  are  judged. 

In  colds  and  sinusitis;  Relief  of  nasal  congestion  starts 
with  the  first  spray  of  nTz  which  opens  the  inferior  part 
of  the  common  meatus.  A second  spray,  a few  minutes 
later,  will  shrink  the  turbinates  to  help  provide  sinus 
drainage  and  ventilation.  Dosage  may  be  repeated  every 
three  or  four  hours  for  temporary  relief,  but  overdosage 
should  be  avoided. 


Prescribing 
is  as  simple  as 


•T-  . 

nTz 

(contains  Neo-Synephrine) 


More  than  a simple  vasoconstrictor;  nTz  Nasal  Spray 
affords  the  well-known  benefits  of  Neo-Synephrine, 
0.5  per  cent  in  a carefully  balanced  formula  which 
includes: 

Neo-Synephrine  HCI  0.5  per  cent,  a decongestant  of  un- 
excelled efficacy  to  shrink  nasal  membranes  and  allow 
more  comfortable  breathing. 

Thenfadil®  HCI  0.1  per  cent,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1 :5000,  an  excellent  wetting  agent  and  anti- 
septic preservative  to  promote  rapid  spread  of  compo- 
nents to  less  accessible  nasal  areas. 

Available:  nTz  Nasal  Spray  in  squeeze  bottles  of  20  ml.; 
nTz  Solution  in  bottles  of  30  ml.  (1  fl.  oz.)  with  dropper. 


NASAL  SPRAY 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


l/j/inf/irop 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


le  pain?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress- 

magnesium  hydroxide  plus  simethicone  with  the  proven1  defoaming  action  of  simethicone. 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 

distress 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Dannof,  I.E.,  Personal  communication. 


Stuart 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


When 

just  one 
won’t  do 

Serpasil-Esidrix® 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  CIBA 
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Professional  Liability  Insurance... 


Lack  of  Informed  Consent* 
is  an  Open  Door 
to  Malpractice  Suits 


PHYSICIANS  AND  SURGEONS 
UNDERWRITERS  INSURANCE  CO. 
715  Physicians  and  Surgeons  Bldg. 
Minneapolis,  Minnesota 
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He  isn’t  burdened 
by  his  hypertension 
or  his  therapy. . . 


Butiserpazide  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
eserpine  formula;  it  supplements  it  with  the  mildly 
edative  effect  of  Butisol  (butabarbital). 

pinical  comparisons  have  shown  that  many  patients 
espond  to  this  treatment  with  (1)  smooth,  uniform 
owering  of  blood  pressure1 ...  at  times  below  the  levels 
ittained  with  previous  therapy2;  (2)  “striking”  im- 


provement in  such  symptoms  as  headache,  nervous- 
ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility.  Are 
there  any  hypertensives  in  your  practice  who  might 
find  life  a little  pleasanter  on  Butiserpazide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
itive  colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
illergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
n conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
lowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation, 
iurgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
hould  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
s not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
listention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
aution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
ieonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
ilism;  adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Precau- 
ions:  Butisol  (butabarbital)  — Exercise  caution  in  moderate  to  severe  hepatic 
lisease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or 
depression.  Hydrochlorothiazide  — May  induce  electrolyte  imbalance;  when  used 
vith  digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  in- 
ufficiency,  cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
iccur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
Produces  hypokalemia  or  (likely  only  with  sodium  restriction)  hyponatremia  and 
lypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
ilkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
iric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
nsulin  requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms 
if  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
ion;  keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
nental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
ind  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones, 
discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
wergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
reeks  before  ECT.  General—  Reduce  concomitant  antihypertensives  by  at  least 
>0%,  and  exercise  caution  in  coronary  artery  disease.  Adverse  Reactions: 
dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps,  nausea,  palpi- 
ation,  superficial  skin  bruises,  headache,  dehydration,  skin  rash,  “hangover,” 
ystemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia,  photosensitiv- 
ty,  pancreatitis,  jaundice,  xanthopsia,  purpura,  thrombocytopenia,  leukopenia, 


agranulocytosis,  aplastic  anemia,  anorexia,  gastric  irritation,  abdominal  cramp- 
ing, constipation,  glycosuria,  vertigo,  cutaneous  vasculitis,  orthostatic  hypo- 
tension (potentiated  by  alcohol,  barbiturates,  or  narcotics),  increased  salivation 
and  gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina-like 
syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  nervousness,  para- 
doxical anxiety,  rarely  atypical  Parkinsonian  syndrome,  central  nervous  system 
sensitization  (manifested  by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy),  dryness  of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  de- 
creased libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50: 
1 tablet  daily  or  b.i.d.  Before  prescribing  or  administering,  see  package  insert. 
References:  1.  Johnson,  H.  J.,  Jr.:  Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.; 
Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide-25 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 

tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 


( McNEII 


The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
four  hours. 
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100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Amow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Ph.D.,  A. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 
FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

PSYCHIATRY 

Michael  F.  Cleary,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

KADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


ARIZONA  MEDICINE 
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LIFE 


INSURANCE  COMPANY 


GROWING  WITH  THE  ELEVEN  WESTERN  STATES 


■Hitt 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  1 001  6 


brand  of  FERROUS 


on 

GLUCONATE 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 


ARIZONA  MEDICINE 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  jM.  BINDELGLAS,  M.D. 
LEE  S/COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


955-6200 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 

Tuckahoe,  N.Y. 


POLYSPORR 

POLYMYXIN  8BACITRACII 

| OINTMENT  : 

Wp  prevent  infection  «* 
*' tarns,  and  abrasions; 
aid  in  healing. 

X ...  Si 
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co— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko-op’er— a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power" 

NATIONAL  CASUALTY  COMPANY 

. OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  * RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

Richard  O.  Kiraly,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 

PSYCHIATRY 

Murray  Urre,  M.D. 
GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


PATHOLOGY 

C.  E.  Strickland,  M.D. 
Fred  C.  Schoene,  M.D. 


RADIOLOGY 

M.  Herbert  Nathan,  M.D. 


OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 


ARIZONA  MEDICINE 


See  for  yourself 
the  professional 

MED  AC 

Billing  and 
Bookkeeping  Service 

IT  S A “PERSONAL  TOUCH”  SERVICE  THAT  YOU  CONTROL! 

All  records  stay  in  your  office  at  all  times! 

Patient  accounts  at  your  fingertips. 

^ Prompt  and  professional  billings. 

^ Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  IIMX/ITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-2718  Burt  Becker  624-8711 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


tScottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


Board  eligible  general  surgeon  with  sub-spe- 
cialty certification  in  fields  of  colon-rectal  and 
peripheral  vascular  diseases  seeks  relocation  to 
western  state.  Previous  experience  in  general 
medical  field.  Interested  in  solo,  partnership  or 
group  association.  Reply  Box  68-4,  Arizona 
Medicine,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona  85251. 


Situation  Wanted:  Board  Certified  general  sur- 
geon desires  to  relocate  to  Arizona.  Age  42 
years;  licensed  in  Arizona;  would  consider  ad- 
ministrative part  or  full-time  position.  Reply 
Box  64-3,  Arizona  Medicine,  4601  N.  Scotts- 
dale Road,  Scottsdale,  Arizona  85251. 


ARIZONA  MEDICINE 


Space  vacated  by  internist  now  available  in 
new  medical  center  — northwest  location  — 
for  GP  or  internist.  Extremely  heavy  patient 
volume  reflects  20  years  successful  practice  in 
this  area.  Ultra  modern  facilities  for  lease  in- 
clude all  utilities,  janitor  service,  ample  private 
parking.  Present  tenants  include  pharmacy, 
x-ray,  lab,  dental.  333  West  Hatcher  Road, 
Phoenix.  Telephone:  944-3328. 


24-HOUR  AIR  AMBULANCE  SERVICE 


A.  l mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


j^rizona fyjedicine 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.,  85251 

Home 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


APRIL,  1968 


The  excitement  of  San  Francisco’s  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation's  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 

SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 
AMERICAN  MEDICAL  ASSOCIATION  S 117th  ANNUAL  CONVENTION  • BROOKS  HALL 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 
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iliiantiir 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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fh  is  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


mmw  nospn; 


5055  North  34th  Stre 


955-620 


PHOENIX,  ARIZOr 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIAT 

A Non-Profit  Corporat 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATE 
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HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need... 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”1 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly— usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

WithVistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


Contraindications:  Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  cc.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 

Supply : Vistaril  (hydroxyzine  pamoate)  Capsules  : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension  : Equivalent  to  25  mg.  hydroxyzine  IICl  per  5 cc.  teaspoonful. 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg./cc.— 10  cc.  vial 
and  50  mg./cc.-2  cc.  and  10  cc.  vial ; Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References:  1.  Greenhouse,  H.  R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Arner.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 

LABORATORIES  DIVISION 

New  yorki  N.Y.  10017 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


“Will  it  stop  the  pain?” 


a solution 
to  peptic  ulcer 

distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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PERHAPS  THE  GREATEST  COMPLIMENT  A REGULARLY  PUBLISHED  PERIODICAL 
CAN  GIVE  IS  TO  REVISE  AN  ENTIRE  EDITORIAL  PAGE  FOR  A SINGLE  ISSUE. 
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A GRAND  MEETING 

ARIZONA  MEDICINE  SALUTES  DR.  ZELUFF  AND  THE  SCIENTIFIC  ASSEMBLY 
COMMITTEE  FOR  SETTING  A NEW  ATTENDANCE  RECORD. 
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sustained-release 


Mol-lrori  PanhemicChronosule 


capsules 


To  help  overcome  the  inadequacies  of 
poor  absorption  and  insipid  diet  com- 
mon in  the  geriatric  patient— a superior, 
sustained-release  hematinic  combined 
with  key  vitamins. 

Each  Mol-lron  Panhemic  Chronosule 
capsule  contains:  Ferrous  sulfate,  390 
mg.  (78  mg.  elemental  iron)  and  Molyb- 
denum sesquioxide,  6 mg.  in  sustained- 
release  form;  Vitamin  B,2,  25  meg.;  Vita- 
min Bi,  6 mg.;  Vitamin  B2,  6 mg.;  Vitamin 
B6,  5 mg.;  Niacinamide,  30  mg.;  Vitamin 
C,  150  mg.  Supplied:  bottles  of  30. 

’brand  of  sustained-release  capsule 
t Parsons,  P.L.,Withey,  J.L.,  and  Kilpatrick, 
G.S  : Practitioner  195:656,  (Nov)  1965. 
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BETTER  TOLERATED-HELPS  ASSURE  MORE 
PREDICTABLE  ABSORPTION  AND  OPTIMAL 
HEMOGLOBIN  RESPONSE 

SUPERIOR  TO  CONVENTIONAL  [FERROUS  SULFATE 
In'  ‘Toller-ability’ 

Slowly-liberafed,molybdenized  ferrous  sulfate  virtually 
eliminates  gastrointestinal  side  effects. 

So  well  tolerated  it  can  be  taken  on  an  empty  stomach. 

In  sAb$orb-ab»llity'’ 

Gradual  release  of  better  tolerated,  molybdenized  fer- 
rous sulfate  helps  assure  more  predictable  absorption. 

In  ‘Dose-ability* 

Just  a single  Mol-lron  Panhemic  Chronosule  capsule 
daily  generally  corrects  mild  to  moderate  hematologic 
and  nutritional  deficiencies. 
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this  issue: 
serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 
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Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache" instead  of  a "screaming  earache"  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 

The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thic 
glue-like  fluid  causes  immobility  of  both  the  ovt 
and  round  window.  Both  conditions  return  to  noi 
mal  when  the  fluid  is  removed,  but  they  make  th 
interpretation  of  screening  audiograms  very  difficul 

There  is  no  single  cause  for  serous  otitis.  One  fat 
tor  always  present  is  blockage  of  the  eustachia:j 
tube,  but  this  alone  is  not  enough  to  produce  fluic 
There  must  also  be  an  inflammatory  reaction.  Block 
age  of  the  eustachian  tube  may  be  caused  by  man; 
conditions.  In  children  the  most  common  cause  i 
enlarged  adenoids.  In  the  summer  the  next  mos 
common  cause  is  allergy.  Upper  respiratory  infecj 
tions  or  influenza  are  common  causes  in  the  wintei 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep 
tal  deformity  and  cleft  palate  can  all  cause  eusta( 
chian  tube  obstruction.  Some  children  may  have 
congenitally  small  eustachian  tube,  but  fortunate! 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often 
serous  otitis.  One  must  always  rule  this  out  in  an 
adult  who  later  in  life  develops  repeated  or  persist 
ing  serous  otitis.  Causes  sometimes  overlooked  ar 
nasogastric  tubes  after  surgery,  simple  obesity  am! 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re 
cent  years  we  have  been  seeing  a new  cause— acut 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  beet 


tablished  either  through  the  eardrum  or  down  the 
istachian  tube.  A sterile  exudate  is  left  in  the  mid- 
e ear. 

he  inflammatory  response  may  be  caused  by  a 
;arked  negative  pressure  as  in  air  otitis  from  flying, 
it  may  be  from  a mild  bacterial  or  viral  infection 
the  middle  ear.  Serous  fluid  is  a good  culture 
edium  and  will  frequently  go  on  to  purulent  otitis 
edia,  especially  if  the  original  blockage  was  caused 
f/  an  infectious  process  such  as  acute  rhinitis  or 
lenoiditis.  When  the  infection  heals  there  may  be 
arring  in  the  middle  ear  mucosa.  Mucous  glands 
■velop  in  this  tissue  and  pour  out  a thick  mucoid 
jaterial.  This  ear  usually  looks  normal  until  a 
teumatic  otoscope  is  used.  The  objectives  in  treat- 
g serous  otitis  are  to  remove  the  obstructing  agent 
id  to  provide  drainage  from  the  middle  ear.  Often 
is  can  be  accomplished  by  decongestants  and  nose 
ops.  If  large  obstructing  adenoids  are  present  they 
ould  be  removed.  Sinusitis  should  be  treated  with 
al  decongestants  or  nose  drops,  plus  antibiotics 
rere  indicated.  Nasopharyngeal  tumors  should  be 
?ated.  Allergies  should  be  treated  with  antihista- 
ines  and,  where  indicated,  by  desensitization. 

the  fluid  does  not  clear  with  medical  treatment 
ithin  a week  or  two,  a myringotomy  should  be 
ane.  If  there  is  a question  of  active  infection  or  if 
lie  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
jc  acute  otitis,  cultures  are  taken.  On  adults  this  can 
b done  in  the  office  without  anesthesia.  It  is  no 
ore  painful  than  an  intravenous  needle  for  a blood 
st.  A good  safe  topical  anesthetic  has  a tremen- 
ous  psychological  value  to  the  patient.  Children 
hder  the  age  of  1 require  no  anesthesia.  Between 
le  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
mtial  although  a general  anesthetic  may  be  used  to 
void  the  child’s  possible  mistrust  at  follow-up  ex- 
’ninations.  I usually  do  the  myringotomy  at  the 
time  time  as  the  adenoidectomy  if  the  adenoids  are 
flarged.  Once  drainage  has  been  established  with 
'econgestants  or  by  myringotomy,  positive  pressure 
iflation  of  the  middle  ear  is  invaluable  in  forcing 
ut  the  serous  fluid  and  keeping  it  from  reforming, 
he  patient  can  do  this  himself  by  performing  the 
hlsalva  maneuver.  This  should  be  done  several 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine” 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC  SYRUP 

Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  y2  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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When  it’s  time  for  Thorazine" 


brand  of 

chlorpromazine 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.; 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 


©1967,  1968  Smith  Kline  & French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 


MAY,  1968 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  .. 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
tor  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 
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ARIZONA  MEDICINE 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives : nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weigh 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretion 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  ; 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T:*  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


| mliSilSM;  inf 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


ents 

ratio 


(norethindi 


in  the  convalescent 
patient  prolonged 
anxiety  can  interfere 
with  treatment 

Even  when  the  patient’s  prognosis 
is  favorable— and  despite  the  doc- 
tor’s reassurances— his  convales- 
cence is  often  jeopardized  by 
hours  spent  in  worry  and  concern 
over  the  future. 

The  adjunctive  use  of  Librium 
(chlordiazepoxide  HCI)  is  fre- 
quently helpful  in  the  manage- 
ment of  the  coronary  patient.  Its 
dependable  antianxiety  action 
usually  helps  him  relax,  become 
calmer,  less  preoccupied  with  his 
illness;  and,  in  the  process,  it 
helps  create  an  emotional  climate 
more  conducive  to  his  medical  im- 
provement. Furthermore,  Librium 
h.s.,  added  to  the  regular  t.i.d. 
schedule,  can  encourage  the  rest- 
ful sleep  which  comes  with  relief 
from  anxiety. 

After  eight  years,  Librium  contin- 
ues to  demonstrate  an  impressive 
record  of  safety.  In  general  use, 
the  most  common  side  effects  re- 
ported have  been  drowsiness, 
ataxia  and  confusion,  particularly 
in  the  elderly  and  debilitated.  (See 
prescribing  information.) 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery, 
driving).  Though  physical  and  psycho- 
logical dependence  have  rarely  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 


individuals  or  those  who  might  increase 
dosage:  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that 
its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  ex- 
citement, stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  de- 
pression: suicidal  tendencies  may  be 
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present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants: causal  relationship  has  not 
been  established  clinically. 

Adverse  reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after 
treatment:  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occa- 
sionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Usual  daily  dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral- Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg— 
bottles  of  50.  Libritabs™-  (chlordiazepox- 
ide) Tablets,  5 mg,  10  mg  and  25  mg— 
bottles  of  100.  With  respect  to  clinical 
activity,  capsules  and  tablets  are 
indistinguishable. 


Roche 


LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


for  the  lingering 
anxiety  of  convalescence 

Librium 

(chlordiazepoxide  HCI) 
5-mg,  10-mg,  25-mg  capsules 

Also  available:  Libritabs™  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 
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HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Ph.D.,  A. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 
FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

PSYCHIATRY 

Michael  F.  Cleary,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 


ARIZONA  MEDICINE 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 


Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour:) 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 


ENDURON' 

METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MODERATE 


Once  a day,  every  day 

ENDURONYL 

jNIETHYCLOTHlAZIDE  5 mg.witti 

DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 
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SEVERE 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 

IMtGflmed)  Ho.  724# 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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® 

ENDURON 


ENDURONYl! 


METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
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itors;  methyldopa  or  dopamine;  separate  Euiron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings—  Patients:  1.  No  other  drugs  (particularly  “cold 
preparations’’  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  8M438R 
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ARIZONA  MEDICINE 


ArMA  REPORTS 


GOVERNMENTAL  SERVICES 
COMMITTEE 

Meeting  of  the  Governmental  Services  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
March  3,  1968,  in  Suite  201,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  10:03  A.M.,  Arthur  V. 
Dudley,  Jr.,  M.D.,  President-Elect,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Bishop,  Jr.,  William  A.;  Caldwell, 
Hayes  W.;  Dew,  Philip  E.;  Dudley,  Jr.,  Arthur  V.,  Presi- 
dent-Elect; Farnsworth,  Stanford  F;  Heileman,  John  P., 
Secretary;  May,  Deraid  G.;  McDonald,  Richard  T.;  Mel- 
ick,  Dermont  W.;  Reed,  Wallace  A.;  Spendlove,  George 
A.;  Yount,  Jr.,  Clarence  E. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS:  Mr.  Blazek,  James  J.,  Administrator,  Medi- 
care Claims  Administration,  Aetna  Life  & Casualty;  Mr. 
Casey,  Bernard,  Manager,  Scottsdale  Social  Security 
District  Office;  Dr.  Crouch,  Boyden;  Mr.  Stone,  Barry  S., 
Assistant  Regional  Representative,  Bureau  of  Health  In- 
surance, Department  of  Health,  Education  and  Welfare. 

EXCUSED:  Drs.  Cloud,  Daniel  T.;  Dries,  Charles  P.; 
Dysterheft,  Arnold  H,  President;  Ochsner,  Albert  J.; 
Steen,  William  B.,  Chairman. 

MINUTE 

The  minute  of  the  meeting  of  January  7,  1968,  was 
approved  as  distributed. 

CARRIER  — PART  B — AETNA  LIFE 
& CASUALTY 

Mr.  Blazek  reported  that  any  Medicare  bills  incurred 
between  July  1966  and  September  1966  should  be  sub- 
mitted for  payment  prior  to  March  31,  1968.  Mr.  Blazek 
also  pointed  out  the  importance  of  having  the  bene- 
ficiary’s claim  number  on  all  claims,  correspondence,  etc., 
directed  to  the  Medicare  Claims  Office.  His  office  has 
converted  to  a terminal  digit  filing  system  which  makes 
it  extremely  important  that  the  claim  number  appear  on 
all  material  received  by  his  office  relating  to  patients. 

Claims  processing  is  still  on  a current  basis  except  for 
those  which  have  to  be  cleared  through  Baltimore,  caus- 
ing a delay  of  several  days. 

Itemized  Bills 

Mr.  Blazek  stated  that  there  remains  some  confusion 
on  the  part  of  the  doctors  regarding  this  new  method  of 
payment.  He  stated  that  it  seems  to  have  resulted  in  an 
increased  number  of  claims  which  are  filed  on  the  Assign- 
ment basis.  It  was  pointed  out  that  this  change  in  the 
law  was  pushed  and  endorsed  by  the  American  Medical 
Association. 

SUBCOMMITTEE  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Symposium 

Dr.  Farnsworth  reported  briefly  on  the  recent  Com- 
prehensive Health  Planning  Symposium  held  at  Arizona 
State  University,  indicating  that  it  appeared  to  be  a 
great  success.  It  was  noted  that  37  doctors  of  medicine 
had  registered  for  the  Symposium. 

Sub.  H.B.  7 

Dr.  Farnsworth  reviewed  the  history  of  H.B.  7 bring- 
ing it  up  to  the  most  amended  form.  Dr.  Farnsworth 
reviewed  section  “36-124”  which  was  added  by  the 


Appropriations  Committee  as  follows: 

“36-124.  Comprehensive  state  health  planning  by 
authority;  consultation  with  governor  and 
approval  by  authority  and  surgeon  gen- 
eral; authority  to  receive  and  administer 
funds 

A.  The  authority  shall  prepare  and  approve  a com- 
prehensive state  health  plan,  which  shall  not  be 
implemented  without  APPROVAL  OF  the  governor. 
THE  COMPREHENSIVE  STATE  HEALTH  PLAN 
SHALL  BE  SUBMITTED  TO  THE  GOVERNOR 
PRIOR  TO  FEBRUARY  1,  1970  AND  SHALL 
INCLUDE  A PLAN  FOR  REORGANIZATION 
AND  CONSOLIDATION  OF  ALL  STATE 
HEALTH  FACILITIES  INTO  A SINGLE  DE- 
PARTMENT OF  HEALTH.  THE  PLAN  SHALL 
BE  COMPREHENSIVE  IN  SCOPE  WITH  A DE- 
TERMINATION AS  TO  THE  NUMBER  OF  PER- 
SONNEL WHICH  MAY  BE  REQUIRED,  TOTAL 
SPACE  REQUIREMENTS  IN  TERMS  OF  THE 
SQUARE  FOOTAGE  WHICH  WILL  BE  OCCU- 
PIED AND  ANY  POLICY  DETERMINATIONS 
WHICH  WILL  BE  A FACTOR  IN  THE  OPERA- 
TION OF  THE  COMPREHENSIVE  STATE 
HEALTH  PLAN.  The  authority  shall  be  the  sole 
and  official  state  agency  to  administer  the  state’s 
comprehensive  health  planning  functions,  or  to  su- 
pervise the  administration  of  the  state’s  comprehen- 
sive health  planning  functions.  The  authority  is 
empowered  to  confer  and  cooperate  with  any  or  all 
other  persons,  organizations,  or  governmental  agen- 
cies that  have  an  interest  in  public  health  problems 
and  needs  in  preparing  and  administering  the  com- 
prehensive state  health  plan.  The  authority  shall 
EMPLOY  WITH  THE  APPROVAL  OF  THE  GOV- 
ERNOR a full-time  comprehensive  planning  director 
and  provide  the  director  with  sufficient  staff  and 
such  powers  and  duties  as  are  necessary  to  conduct 
or  effectively  supervise  the  conduct  of  comprehen- 
sive health  planning  functions.  Such  director  and 
staff  shall  be  regulated  by  the  same  merit  system 
by  which  employees  of  the  state  health  department 
are  regulated.” 

Considerable  discussion  ensued  on  the  new  section 
which  appears  in  capital  letters  above. 

It  was  regularly  moved  and  unanimously  carried  that 
this  committee  recommend  that  action  be  taken  to  get 
the  above  portion  of  36-124  deleted  and  that  this  bill 
could  not  be  supported  by  this  committee  if  this  section 
remained  in  the  bill. 

Educational  Program 

Dr.  Farnsworth  suggested  preparation  of  a pamphlet 
on  Comprehensive  Health  Planning  for  the  benefit  of 
the  members. 

It  was  regularly  moved  and  unanimously  carried  that 
the  project  be  pursued. 

Comprehensive  Health  Centers 

Dr.  Farnsworth  reported  on  the  planned  centers  in 
Maricopa  County.  These  are  to  be  extensions  of  out- 
patient services  of  the  County  Hospital  to  be  provided 
to  those  who  are  eligible  for  County  Hospital  Services. 
It  was  pointed  out  that  the  program  is  based  on  extension 
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of  existing  services  and  facilities  and  with  finances  that 
could  be  handled  on  a local  level  instead  of  in  the 
traditional  OEO  approach  which  provides  for  very  little 
local  control. 

SUBCOMMITTEE  ON  ECONOMIC 
ASPECTS  OF  MEDICARE 

Dr.  Caldwell  reported  that  the  Board  of  Directors 
have  approved  this  committee’s  suggested  survey  for 
next  January. 

Because  of  the  developing  press  interest  in  medical 
fees,  it  was  suggested  that  we  prepare  material  on  med- 
ical costs  in  advance  so  that  we  can  be  prepared  to 
refute  any  derogatory  press  releases.  Dr.  Caldwell  said 
that  HEW  and  Aetna  would  cooperate  with  us  to  develop 
such  information.  Mr.  Carpenter  was  directed  to  prepare 
such  information.  Dr.  Spendlove  suggested  that  this 
information  could  be  released  through  his  department. 

SUBCOMMITTEE  ON  MENTAL  HEALTH 

Dr.  May  reported  that,  due  to  a breakdown  in  com- 
munications between  ArMA  and  APS,  he  should  submit 
his  resignation  from  this  committee.  The  resignation  was 
not  accepted. 

SUBCOMMITTEE  ON  OEO  PROGRAMS 

Dr.  Dew  reported  on  his  subcommittee’s  meeting  held 
February  18,  1968,  as  follows: 

Meeting  was  called  to  order  at  10:10  A.M.  by  Dr. 

Philip  E.  Dew,  Chairman,  who  then  discussed  the 

purpose  of  the  Subcommittee  on  OEO  Programs  as 

lie  sees  it.  These  include: 

1.  To  investigate  the  quality  of  any  medical 
programs  associated  with  the  Poverty  Pro- 
gram. 

2.  To  aid,  wherever  possible,  encouraging  qual- 
ity in  these  programs. 

3.  To  act  as  liaison  between  the  medical  pro- 
fession and  members  of  the  OEO  Programs. 

4.  To  consider  long-range  policies  with  respect 
to  delivering  quality  medical  care  under 
OEO  programs,  for  example,  whether  to  en- 
courage comprehensive  neighborhood  health 
centers  or  to  encourage  use  of  the  existing 
private  facilities. 

We  spent  the  majority  of  the  meeting  time  discussing 
the  Head  Start  Program.  Dr.  Johnson  explained  how  the 
program  had  evolved  in  Pima  County  under  the  auspices 
of  the  Pima  County  Pediatric  Society  with  Helen  John- 
son, M.D.,  as  coordinator.  The  program,  as  now  consti- 
tuted, consists  of  a standard  history,  with  a parent 
present,  on  an  excellent  form;  a careful  physical  exam- 
ination; hemoglobin  or  hematocrit  and  urinalysis;  im- 
munizations up  to  date;  skin  tests  for  tuberculosis  and 
coccidioidomycosis;  vision  and  hearing  check;  and  the 
eye  and  dental  programs  which  are  separate  from  the 
pediatrician.  These  are  done  in  the  pediatrician’s  office 
at  usual,  customary  and  reasonable  fees.  Most  of  the 
pediatricians  in  Pima  County  are  involved  with  this 
program.  The  County  Pediatric  Society  feels  that  it  has 
rendered  a service  by  becoming  involved  early  and  in- 
sisting on  excellence  throughout.  The  one  blight  on  the 
program  has  been  the  optometric  portion.  The  ophthal- 
mologists turned  down  an  opportunity  to  participate,  and 
the  optometrists  grabbed  it  up  at  once.  However,  it 


looks  as  though  they  are  being  phased  out  inasmuch  as 
they  seem  to  want  to  do  long  term  exercises  on  children 
with  strabismus,  and  the  program  does  not  seem  inclined 
to  pay  for  this.  We  have  encouraged  strabismus  referral 
to  ophthalmologists  at  Crippled  Children’s.  We  have 
utilized  existing  services  such  as  Crippled  Children’s, 
County  Plospital,  the  Health  Department,  etc.,  to  avoid 
unnecessary  Federal  expenditures.  The  most  important 
thing  has  been  the  follow-up  done  by  Dr.  Johnson  which 
makes  certain  that  recommendations  of  the  pediatrician 
are  followed  and  carried  out. 

Dr.  Gainer  then  discussed  the  Head  Start  Program  in 
Maricopa  County.  The  Program  is  more  varied  in  this 
larger  metropolitan  area  with  follow-up  immunizations 
being  done  by  the  Health  Department  rather  than  by  the 
private  physician.  $15.00  per  child  is  allocated  to  the 
frrivate  physician  for  his  portion  of  the  program.  Inside 
the  city,  LEAP  takes  care  of  this,  and  in  the  county,  Dr. 
Tang  runs  the  program.  General  Practitioners  as  well  as 
pediatricians  have  helped  with  the  program  in  Maricopa 
County. 

Dr.  John  Kerr  then  reviewed  the  involvement  of  the 
American  Academy  of  Pediatrics  in  Head  Start  Pro- 
grams. Julius  Richmond,  M.D.,  initiated  the  Guidelines 
which  were  published  in  the  newsletter  at  the  outset  of 
the  program.  Individual  pediatricians  were  involved 
from  the  beginning  but  official  involvement  just  began 
this  year  with  apxrointment  of  Head  Start  consultants 
from  among  members  of  the  Academy.  The  Head  Start 
consultants  who  were  the  guests  at  this  meeting  reviewed 
the  orientation  session  just  held  the  preceding  few  days 
at  San  Francisco.  They  felt  there  was  a lot  of  hostility 
on  the  part  of  many  of  the  OEO  officials  who  spoke  at 
San  Francisco.  For  example,  one  of  them  started  off  by 
saying,  “Welcome  to  the  20th  Century,  Doctors.”  Head 
Start  consultants  are  to  be  paid  by  the  Federal  Govern- 
ment through  the  Academy  of  Pediatrics  Central  Office 
in  Evanston.  Dr.  Robert  S.  Mendelsohn  will  direct  the 
irrogranr  for  the  American  Academy  of  Pediatrics  and 
is  having  these  regional  meetings  throughout  the  country. 

Dr.  Charles  A.  Tompkins  then  discussed  the  mechan- 
isms of  the  consultant  program.  The  project  director  of 
each  Plead  Start  Program  will  be  notified  of  who  the 
consultant  is  for  that  program.  They  set  the  consultants 
iif)  away  from  their  home  areas.  For  example,  Dr.  Tomp- 
kins is  the  consultant  for  the  Phoenix  area,  and  one  of 
the  Phoenix  pediatricians  is  the  consultant  for  tire  Tucson 
area.  Some  of  the  pediatricians  are  really  in  a quandary 
about  the  Indian  Head  Start  programs  about  which  there 
are  pretty  nebulous  guidelines. 

The  function  of  the  Head  Start  consultants  is  supposed 
to  be  xrrinrarily: 

1.  To  help  planning. 

2.  To  review  the  program  including  the  follow-up. 

3.  To  make  suggestions  relative  to  any  other  aspect 
of  Head  Start. 

In  the  general  discussion  that  ensued,  some  of  the 
pediatricians  felt  that  once  Head  Start  has  been  term- 
inated, there  is  no  way  to  continue  to  give  these  people 
the  kind  of  individual  medical  care  they  find  attractive. 
This  further  increases  the  demand  and  tire  dissatisfaction 
with  other  forms  of  care  such  as  County  Hospital  care. 
Dr.  Tompkins  suggested  that  perhaps  as  someone  gets  a 
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job  and  no  longer  is  eligible  for  County  Hospital  but  is 
only  borderline  in  income,  some  mechanism  might  be 
worked  out  for  using  scaled  down  fees  to  encourage  the 
people  to  continue  private  care  which  they  might  other- 
wise not  be  able  to  afford.  In  Pima  County  this  might 
be  possible  with  the  personal  physician  who  took  care 
of  the  patient  under  Head  Start. 

One  of  the  objectives  of  this  meeting  had  been  to  have 
Head  Start  consultants  meet  with  members  of  the  Com- 
mittee and  thereby  establish  some  liaison  before  going 
out  to  the  areas  involved.  However,  we  have  been  unable 
to  get  members  from  each  county  on  this  committee, 
and  understanding  thing  in  view  of  how  few  physicians 
there  are  in  some  counties. 

Next  we  discussed  medical  aspects  of  other  OEO 
programs.  The  Chairman  pointed  out  that  $10.00  per 
patient  had  recently  been  allotted  for  the  Neighborhood 
Youth  Corps  Program  in  Pima  County.  This  program  is 
under  the  auspices  of  the  Community  Council,  having 
been  so  designated  by  the  OEO  in  Pima  County.  Your 
Chairman  received  communication  from  the  head  of  the 
Neighborhood  Youth  Corps  asking  what  a competent 
and  thorough  evaluation  involved  and  whether  or  not  it 
could  be  done  for  $10.00.  It  was  explained  to  him  what 
a thorough  job  would  involve  as  it  does  in  Plead  Start, 
and  that  it  would  require  considerable  donation  by  the 
involved  physician  to  do  this  for  $10.00.  He  has  pro- 
ceeded from  that  point. 

Dr.  Johnson  pointed  out  that  there  are  only  three 
programs  under  OEO  with  which  she  is  familiar  in  Pima 
County:  (1)  Family  Planning,  (2)  Maternal  Health,  (3) 
Head  Start,  and  (4)  NYC  (as  discussed  above).  However, 
there  are  other  medical  programs  under  the  auspices  of 
the  Health  Department,  Children’s  Bureau  and  Public 
Health  Service,  etc. 

Dr.  Gainer  discussed  other  OEO  programs  and  their 
medical  aspects  in  Maricopa  County.  First  was  the 
Maricopa  CEP  (Concentrated  Employment  Program). 
This  program  has  a contract  with  two  doctors  at  $100.00 
per  patient  with  $15.00  for  the  basic  exam  with  the 
objective  to  restore  to  employability  for  the  $100.00. 
They  might  also  be  referred  for  additional  work  through 
Vocational  Rehabilitation.  Second  was  Planned  Parent- 
hood. It  was  pointed  out  that  the  Health  Department 
is  reaching  more  people  for  less  money  than  Planned 
Parenthood  which  is  a voluntary  agency.  Third  was  the 
Neighborhood  Youth  Corps  which  in  Maricopa  County 
also  was  allotted  $10.00  per  patient.  These  are  being 
done  at  Memorial  Hospital  but  exactly  how,  Dr.  Gainer 
did  not  know.  Some  investigation  of  the  quality  of  this 
program  is  probably  in  order.  Fourth  was  the  Upward 
Bound  Program.  She  said  a Dr.  Wooten  of  ASU  had 
been  fanning  out  physicals  to  doctors  in  Mesa  and  the 
Tempe  areas.  The  purpose  is  enrichment  for  high  school 
potential  drop-outs  and  attempting  to  help  the  potential 
drop-out  get  to  college.  She  said  that  Dr.  Wooten  said 
that  he  would  appreciate  help  and  that  he  has  a problem 
but  she  did  not  understand  what  the  problem  is.  She 
promised  to  contact  him  and  let  the  chairman  know  what 
the  problem  is  or  have  him  contact  the  chairman  about  it. 

It  was  pointed  out  that  Governor  Jack  Williams  has 
appointed  himself  in  charge  of  all  OEO  programs.  This 


has  shaken  up  the  regional  office  and  made  the  chain  of 
command  difficult  to  anticipate.  Finally,  it  was  pointed 
out  that  Day  Care  Centers  in  each  county  must  qualify 
under  Head  Start  regulations  including  the  medical 
regulations. 

Membership  Confirmation 

It  was  regularly  moved  and  unanimously  carried  that 
Helen  Johnson,  M.D.,  and  Jack  I.  Mowrey,  M.D.,  be 
confirmed  as  members  of  this  subcommittee. 

SUBCOMMITTEE  ON  REGIONAL 
MEDICAL  PROGRAMS 

Dr.  Meliek  submitted  his  progress  report  as  follows: 

The  Coordinator  arrived  September  1,  1967.  Tins 
Progress  Report,  therefore,  encompasses  for  the  most 
part  a period  of  only  five  months;  September,  October, 
November,  December  1967  and  January  of  1968.  The 
last  two  months  of  the  planning  grant  period  (February 
and  March  1968)  are  not  included  in  this  Progress  Report. 
Preparation  and  presentation  of  the  revised  planning 
grant  to  the  Division  of  Regional  Programs  at  the 
National  Institutes  of  Health  occupied  most  of  the  month 
of  February,  in  order  to  meet  the  deadline  of  February 
29. 

In  order  that  there  be  some  coherence  of  presentation 
the  SPECIFIC  PLANNING  OBJECTIVES  (page  13  of 
the  original  planning  grant  document)  will  be  followed 
from  here  on.  The  reviewer  may  follow  the  progress 
accomplished  as  compared  with  the  original  objectives. 

1 In  the  original  planning  grant  “the  applicant  will 
have  to  establish  the  central  organization  and  func- 
tional structure  in  order  to  give  direction  to  plan- 
ning for  a Regional  Medical  Program.” 

Presented  herewith  is  a graphic  representation 
of  the  central  organization.  Please  note  the  dual 
function  as  we  visualize  it  for  the  Regional  Ad- 
visory Group.  They  are  advisory,  primarily  to  the 
College  of  Medicine  but  secondarily  (and  of  equal 
importance)  to  the  central  office  of  the  Regional 
Medical  Program. 
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The  central  office  organizational  structure  of  the 
Arizona  Regional  Medical  Program  is  operative  at 
the  present  time.  Some  of  the  basic  personnel  have 
been  selected.  The  tentative  staff  members  are  in 
readiness  for  activation  in  the  near  future.  A de- 
scription of  their  responsibilities  to  the  Regional 
Medical  Program  will  be  found  elsewhere. 

2 “Methods  and  procedures  will  have  to  be  set  up  in 
order  to  achieve  effective  communications  between 
the  applicant  and  the  Regional  Advisory  Group.” 
The  By-laws  speak  to  this.  The  Regional  Advisory 
Group  will  be  a working  body  with  the  team  con- 
cept of  varied  responsibility.  They  will  be  involved 
in  the  basic  broad  review  committee.  Their  Execu- 
tive Committee  shall  act  as  a Grants  Review  Com- 
mittee. They  will  be  leaders  in  specified  projects. 

The  Regional  Advisory  Group  will  be  contacted 
by  personal  letter  from  staff  at  intervals,  particu- 
larly at  those  times  when  their  knowledge  of  prog- 
ress or  important  developments  are  indicated.  A 
monthly  newsletter  will  be  forwarded  to  them. 
This  newsletter  will  also  be  used  for  informational 
purposes  throughout  the  region. 

3.  “There  must  be  a further  identification  and  de- 
termination of  the  various  levels  of  currently  avail- 
able and  potential  State  and  local  resources,  which 
might  be  directed  to  the  support  of  planning  for, 
and  later  implementation  of,  a Regional  Medical 
Program.” 

No  activity  in  this  area  because  of  lack  of  staff. 
The  staff  work  program  for  the  future  is  outlined 
in  the  body  of  the  main  document. 

4.  “A  series  of  studies  must  be  conducted  in  order 
to  identify  and  define  the  deficiencies  in  man- 
power, continuing  education,  inservice  training, 
facilities,  communications  and  transportation  which 
might  serve  as  deterrents  to  the  best  possible  pa- 
tient care  in  the  fields  of  heart  disease,  cancer 
and  stroke.”  We  reiterate  the  fact  that  our  plan- 
ning phase  is  just  beginning  to  gear  up. 

5.  “It  will  be  necessary  to  clarify  further  the  degree 
and  details  of  integration  and  overlap  that  will 
occur  between  the  Arizona  Region  and  those  of 
California,  Utah,  New  Mexico  and  Western  Inter- 
state Commission  for  Higher  Education  Program 
(WICHE)  with  particular  emphasis  on  common 
geographic  borders.”  This  has  been  considered 
in  depth.  The  finding  are  as  follows:  We  find  that 
Yuma,  Arizona,  is  oriented  toward  southern  Cali- 
fornia and  especially  to  San  Diego.  Patients  need- 
ing specialty  care  are  referred  to  physicians  in 
that  area.  Despite  this,  it  is  a concept  of  the  Ari- 
zona Regional  Program  that  the  southwestern  tip 
of  Arizona  should  be  encompassed  by  Arizona  as 
the  responsible  region.  This  presents  a challenge  to 
us  which  we  would  not  want  to  forego. 

That  portion  of  Arizona  lying  north  of  the  Colo- 
rado River  and  separated  by  a 13  mile  gap  (Grand 
Canyon)  would  be  better  included  in  the  Inter- 
mountain Regional  Medical  Program.  This  sugges- 
tion will  be  explored. 

Arizona  and  New  Mexico  participate  in  the  land 
area  of  the  Navajo  Indian  Reservation.  (Northeast 


Arizona  and  northwest  New  Mexico.)  It  is  an 
established  fact  that  the  Navajo  Reservation  re- 
ferral pattern  is  toward  Albuquerque,  New  Mex- 
ico.0 Despite  this  the  Indian  health  problem  pre- 
sents a challenge  to  the  Regional  Medical  Program 
of  Arizona.  We  do  not  intend  to  pass  the  responsi- 
bility to  New  Mexico.  We  believe  the  problem  is 
so  large,  and  one  of  such  common  interest  that  the 
Regional  Programs  of  both  Arizona  and  New  Mex- 
ico should  work  diligently  for  an  inter-regional  co- 
operative arrangement  to  take  care  of  the  Navajo 
Indians. 

Kingman,  Arizona  (northwest  Arizona)  has  had 
some  contact  with  the  Western  Interstate  Com- 
mission for  Higher  Education  Regional  Medical 
Program  (the  Mountain  States  Regional  Medical 
Program).  The  physicians  of  Kingman,  Arizona, 
have  expressed  themselves  as  being  interested  only 
in  the  Arizona  Regional  Medical  Program.  This  is 
fortified  by  the  fact  that  the  pattern  of  referral 
from  Kingman  is  to  Phoenix.  We  have  no  hesi- 
tancy in  declaring  that  Kingman  is  an  Arizona 
Region  responsibility. 

Arizona  should  consider  an  International  Sub- 
region  to  include  Nogales,  Arizona,  with  Sonora, 
Mexico,  and  Douglas,  Arizona,  with  Agua  Prieta, 
Mexico.  International  cooperation  has  been  estab- 
lished both  locally  and  in  general  in  these  two 
areas.  There  is  an  Arizona-Mexican  Medical  Asso- 
ciation. This  was  established  some  years  ago  and 
alternate  meetings  are  held  in  Mexico  and  Ari- 
zona. There  is  a joint  Commission  On  Improve- 
ments Of  Border  Cities  and  a United  States- 
Mexico  Sanitation  Improvement  Program. 

Arizona  physicians  practicing  along  the  Mexican 
border  in  Nogales  and  Douglas  derive  some  of 
their  patients  from  Mexican  Nationals.  It  is  be- 
lieved that  their  “integrated  practice”  could  be 
enhanced  if  the  Arizona  Regional  Medical  Program 
could  legitimately  participate  in  meeting  their 
patient  and  practice  needs.  We  hope  that  guide- 
lines will  be  forthcoming  from  the  National  Insti- 
tutes of  Health  on  how  to  handle  international 
activities. 

From  the  above  it  is  obvious  that  Arizona,  al- 
though visualized  as  a circumscribed  State  Region, 
will  be  involved  in  the  Inter-Regional  Mountain 
Program  and  the  New  Mexico  Regional  Program. 
We  herewith  bring  forward  the  concept  of  an  In- 
ternational Northern  Mexico-Arizona  Sub-regional 
Program. 

6.  “It  will  be  necessary  that  we  pursue  further  tire 
relationship  that  should  be  developed  between 
. the  Arizona  Regional  Program  and  the  Bureau  of 
Indian  Affairs,  with  respect  to  the  application  of 
appropriate  aspects  of  the  Regional  Program  to 
the  residents  of  the  Federally  operated  Indian 
Reservations.”  In  Tucson,  we  are  aware  of  OP- 
ERATION SAM,  a project  of  the  Division  of  In- 
dian Health,  United  States  Public  Health  Service. 
This  is  a systems  analysis  module  at  the  San 
Xavier  Indian  Health  Center.  This  systems  analysis 
“Referral  pattern  may  have  changed  to  Phoenix,  Arizona. 
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module  will  come  in  for  a good  deal  of  strutiny. 
It  emphasizes  computer  participation  in  health 
planning.  We  will  adapt  it  to  the  computer  health 
planning  contemplated  by  our  program  with  the 
computer  center,  University  of  Arizona.  This  is 
another  possibility  of  cooperative  effort  between 
the  Division  of  Indian  Health  and  the  Arizona 
Regional  Program,  if  and  when  the  University  of 
Arizona  College  of  Medicine  community  practice 
complex  develops  in  south  Tucson.  This  clinical 
complex  is  visualized  as  a facility  for  the  practice 
of  broadly  based  community  medicine.  It  is  near 
enough  to  the  San  Xavier  Indian  Health  facility 
so  that  integration  with  it  may  bring  about  a very 
useful  instrument  for  introduction  of  medical  stu- 
dents to  a cross  section  of  our  population,  espe- 
cially the  Spanish  Americans  and  native  Indians. 

We  are  quite  aware  of  an  additional  separate 
responsibility  we  have  for  the  Arizona  Navajo 
Reservation.  There  are  a number  of  Indian  hos- 
pitals now  in  operation  and  we  will  explore  the 
possibility  of  their  use  for  other  than  Indians. 

7.  “A  specific  effort  will  have  to  be  made  to  estab- 
lish a comprehensive  cooperative  study,  involving 
most  of  the  planning  agencies  such  as  professional 
groups,  educational  institutions,  official  State  and 
local  agencies  and  voluntary  health  agencies,  in 
order  to  appraise  the  effect  of  environmental,  cul- 
tural and  ethnic  influences  on  the  planning  for 
and  later  operation  of  a Regional  Medical  Pro- 
gram.” 

89-239  (Regional  Programs)  and  89-749  (Com- 
prehensive Planning)  have  interests  in  common. 
We  look  forward  to  integration  of  planning  ac- 
tivities, so  that  we  will  not  duplicate,  overlap  or 
conflict  with  the  activities  planned  for  749.  The 
749  planning  activities  are  already  under  way  as 
area  projects  both  in  Tucson  and  Phoenix.  The 
Arizona  Regional  Medical  Program  staff  has  volun- 
teered to  participate  in  whatever  way  is  deemed 
feasible,  in  order  to  assist  the  planning  group  of 
749  in  organization  and  delegation  of  responsi- 
bilities. 

A further  matter  of  considerable  interest  is  be- 
fore us  at  this  very  moment.  The  Legislature  of 
the  State  of  Arizona  is  considering  a Bill,  pertin- 
ent to  both  749  and  239.  If  this  Law  is  imple- 
mented by  Legislative  action  in  this  session  of  the 
Legislature,  it  will  bring  about  a cohesive  inter- 
digitation  between  239  and  749.  This  bill  is  briefed 
for  you  elsewhere. 

A recent  Symposium  was  conducted  by  the  Ari- 
zona State  Health  Department  concerning  89-749. 
The  staff  of  the  Arizona  Regional  Program  worked 
closely  with  the  individuals  who  planned  that  Sym- 
posium and  participated  in  delegated  presentations. 
This  type  of  cooperation  will  continue  in  the 
future. 

There  is  one  handicap  in  Arizona’s  approach  to 
Comprehensive  Health  Planning.  As  yet  there  is 
no  designated  primary  authority  in  the  State  of 
Arizona  for  749.  It  is  hoped  that  the  Legislature 
may  solve  this  question  by  passage  of  the  Bill 


previously  mentioned.  If  the  Legislature  fails  to 
do  this,  the  Governor  may  choose  to  make  the 
decision  regarding  the  primary  authority. 

8.  “Appropriate  professional  committees  will  have 
to  be  developed  to  study  and  analyze  all  aspects 
of  the  problem,  bringing  in  to  closest  harmony 
the  administration  of  curative,  preventive  and  re- 
habilitative services  in  the  field  of  heart  disease, 
cancer  and  stroke.” 

Professional  committee  activity  to  date  has  been 
confined  to  physicians.  This  has  been  deliberate 
in  view  of  the  confirmed  belief  that  implementa- 
tion of  this  program  demands  cooperation  of  the 
physicians  at  the  “grass  roots  level.”  One  very 
active  committee  has  been  established  by  Mari- 
copa County  Medical  Society  with  the  designa- 
tion “COUNCIL  ON  MEDICAL  EDUCATION.” 
The  Arizona  Regional  Medical  Program  has  input 
in  this  committee  as  follows,  Dr.  DuVal  serves 
on  the  Council  in  the  category  of  medical  educa- 
tion; Dr.  Crouch  serves  on  this  Council  in  the 
category  of  educational  television  and  Dr.  Melick 
serves  in  the  category  of  thoracic  surgery.  The 
latter  individual  was  one  of  the  instigators  in  for- 
mation of  this  Council,  looking  towards  the  day 
when  the  Arizona  Regional  Medical  Program  would 
be  inaugurated.  This  Council,  among  other  proj- 
ects, is  taking  under  consideration  certain  pro- 
posals for  specific  projects  in  heart  disease,  cancer 
and  stroke. 

A professional  committee  with  particular  interest 
in  cancer  has  been  organized  in  the  smaller  town 
of  Kingman,  Arizona.  They  have  under  way  a can- 
cer screening  program  which  has  been  funded 
from  other  sources.  They  are  interested  in  ex- 
panding their  screening  program  and  it  is  hoped 
that  a project  application  will  be  forthcoming 
with  this  in  mind. 

The  first  days  of  the  Coordinator’s  activity  were 
devoted  to  taking  the  necessary  steps  to  insure  ade- 
quate understanding  of  the  Regional  Medical  Pro- 
gram at  the  County  Society  level  and  also  at  the 
State  Association  level.  A resolution  was  forth- 
coming from  the  Board  of  Directors  of  tire  Arizona 
Medical  Association  endorsing  the  Arizona  Re- 
gional Medical  Program  and  encouraging  the 
County  Societies  to  take  similar  action.  The  Co- 
ordinator has  contacted  all  County  Medical  So- 
cieties. He  has  appeared  before  four  of  these 
Societies.  The  remaining  Society  presentations  are 
either  scheduled  for  the  near  future  or  will  be 
scheduled  at  the  convenience  and  invitation  of 
the  individual  Societies.  All  Comity  Societies  have 
been  encouraged  to  develop  local  committees 
under  the  category  “heart,  stroke,  cancer  councils’ 
(or  some  similar  designated  title).  Following 
formation  of  these  committees  it  has  been  sug- 
gested they  begin  investigating  their  needs,  in 
order  to  draw  up  inquiries  regarding  specific 
project  applications.  It  is  expected  that  once  the 
local  county  society  committees  have  been  ap- 
pointed, a meeting  will  be  called  at  a central 
location  for  orientation. 
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The  Arizona  Medical  Association  has  recently 
appointed  a special  COMMITTEE  ON  VOLUN- 
TARY HEALTH  AGENCIES.*  Hereafter  this 
committee  will  take  special  interest  in  cooperative 
arrangements  between  voluntary  health  agencies 
and  the  Arizona  Regional  Medical  Program  and 
the  Arizona  Medical  Association. 

9.  “It  will  be  necessary  to  establish  a cooperative 
project  which  is  designated  to  apprise  the  public 
health  education  needs  of  the  region  and  to  pro- 
duce specific  recommendations  for  effective 
action,  including  approaches  to  obtaining  com- 
munity understanding  of,  and  responsible  involve- 
ment in,  program  planning  and  operation.” 

In  actuality  number  (8)  and  number  (9)  seem 
to  overlap.  It  should  be  emphasized  that  the 
Arizona  Regional  Program  is  dedicated  to  the 
grass  roots  approach  to  community  involvement. 
This  would  include  not  only  the  physicians  but 
nurses  and  other  paramedical  organizations  and 
specifically  lay  indivduals  who  exhibit  interest  in 
the  health  needs  of  the  community.  Determination 
of  health  care,  although  primarily  within  the  pur- 
view of  the  doctor,  is  not  necessarily  his  restricted 
domain.  The  grass  roots  approach,  therefore,  has 
a much  broader  base  than  heretofore  considered. 

10.  “Finally,  there  must  be  established  certain  specific, 
short  term  objectives  and  detailed  action  steps 
which  will  be  responsive  to  the  operational 
requirements  and  established  planning  objectives 
for  the  Regional  Program  consistent  with  tire 
intent  of  Public  Law  89-239.  Although  it  is  fully 
recognized  that  all  the  above  cited  objectives  or 
others  that  may  be  added,  cannot  be  acted  upon 
simultaneously,  priorities  for  the  order  in  which 
action  is  to  be  taken  will  be  determined  through 
discussions  with  staff,  Regional  Advisory  Group, 
and  consultants.” 

Discussions  with  staff  have  taken  place.  A 
Regional  consultant  has  made  suggestions  to  us. 
The  Regional  Advisory  Group  has  considered  this 
in  depth.  The  consultants  from  the  National  Insti- 
tutes of  Health  have  assisted  in  emphasizing  this. 
The  following  are  considered  the  priorities: 

1.  Definition  of  the  Region.  We  have  taken 
definite  steps  to  define  what  we  actually 
mean  by  the  Region  of  Arizona,  and  this  is 
detailed  in  the  body  of  the  main  report.  It 
is  also  further  elaborated  under  Item  5 of 
this  report.  It  might  be  stated,  however,  that 
within  the  recent  few  days  we  have  reason 
to  believe  that  the  pattern  of  flow  of  Indian 
health  care  may  now  be  pointed  towards 
Phoenix,  Arizona,  rather  than  Albuquerque, 
New  Mexico.  The  proposed  children’s  pro- 
gram of  the  Indian  Health  Service  has  been 
assigned  to  the  Phoenix  area  and  for  other 
reasons  we  believe  the  Arizona  responsibility 
to  the  Navajo  Indians  may  be  even  greater 
than  we  had  originally  anticipated. 

*The  Coordinator  of  the  Arizona  Regional  Medical  Pro- 
gram is  Chairman  of  this  Committee  on  Voluntary 
Health  Agencies. 


2.  A cardiopulmonary  resuscitation  project  will 
be  implemented.  This  project  should  be 
implemented  without  any  difficulty  because 
the  groundwork  has  already  been  carried  out 
by  Dr.  David  Long.  He,  as  a member  of 
our  Regional  Advisory  Group,  will  be  asked 
to  assume  the  chairmanship  of  the  committee 
for  adequate  State  coverage  in  this  particular 
project.  He  has  established  contacts  with  the 
doctors  in  the  local  communities.  He  has 
carried  on  demonstration  activities  in  differ- 
ent areas  of  the  State,  and  he  is  therefore 
well  qualified  to  do  the  job  as  we  visualize 
it  at  this  particular  moment. 

3.  A coronary  care  project  will  be  implemented. 
Especial  emphasis  was  placed  on  this  by  the 
Regional  Advisory  Group.  Consideration  will 
be  given  to  their  suggestion  of  a nearby  unit 
for  small  hospitals. 

4.  Education  projects  are  placed  in  the  order  of 
preferential  priority  for  implementation  as 
follows: 

a.  Dial-A-Tape  repository  for  HEART- 
STROKE-CANCER  subjects,  responsive  to 
physician  demand  will  be  established  at  a 
central  location. 

b.  Visual  aid  mechanism  for  delivery  of  in- 
formation directly  to  the  physician  in  his 
office. 

c.  Hospital  based  record  and  tape  playback 
systems  for  on  the  spot  reference  will  be 
instituted. 

Other  projects  of  major  importance  will 
be  brought  into  the  picture  as  soon  as 
progress  on  the  above  seems  stabilized. 

1)  Video  tape  HEART-STROKE-CAN- 
CER library  for  regional  distribution. 

2)  2500  MEGAHERTZ  system  — recom- 
mended televiison  delivery  system  for 
areas  of  high  physician  concentration. 

The  shortage  of  nurses  is  recognized  and  the 
shortage  grows  more  acute  daily.  The  adequate 
nursing  care  for  heart,  stroke  and  cancer  patients 
demands  a new  approach.  W e must  mobilize  a new 
type  of  health  oriented  individual.  Arequate  nurs- 
ing care  will  have  to  be  geared  to  people  other 
than  nurses  if  the  void  in  satisfactory  nursing 
care  is  to  be  filled.  A pilot  project  is  now  in  oper- 
ation in  Mesa,  Arizona,  and  this  may  be  a proto- 
type of  our  future  endeavors.  This  is  mentioned 
in  passing,  to  emphasize  that  it  holds  an  A#1 
priority.  We  do  not  believe  we  can  say  with 
assurance  this  project  will  be  implemented  until 
we  have  explored  the  problem  further. 

4.  Implementation  of  Stroke  Project  — Especial  em- 
phasis here  will  be  placed  on  speech  therapy.  A 
neurologist  will  be  of  prime  importance  to  our 
endeavors.  He  will  assist  us  in  determining  ways 
and  means  to  bring  about  early  doagnosis,  early 
referral,  and  early  treatment. 

5.  Post  Hospital  Patient  Care  Project  — Follow  up 
care  for  heart,  stroke  and  cancer  patients  is  grossly 


474 


ARIZONA  MEDICINE 


inadequate.  Our  informant  was  the  nurse  repre- 
sentative on  our  Regional  Advisory  Group.  The  pa- 
tient does  not  know  where  to  turn  for  information. 
It  is  also  curious  that  physicians  seem  to  have  no 
idea  where  and  how  referrals  should  be  made.  The 
project  will  correct  this  deficiency. 

The  staff  has  had  consultation  with  the  Continuing 
Education  Department  of  the  University  of  Arizona.  We 
visualize  a close  working  partnership  with  all  of  the  fa- 
cilities and  expertise  of  the  University  of  Arizona.  This 
will  become  apparent  as  the  second  year  activities  get 
under  way. 

Interim  objectives  for  the  coming  year  are  well  out- 
lined in  the  body  of  the  main  planning  grant. 

Final  notation  should  be  made  in  this  Progress  Report 
speaking  specifically  to  the  fact  that  we  are  putting  in 
a request  for  a supplemental  grant.  Due  to  the  initial 
five  month  hiatus,  we  are  going  to  have  lapsed  funds 
which  cannot  be  re-programmed.  In  order  to  restore  these 
lapsed  funds  and  to  adequately  encompass  our  over-all 
goals  and  objectives  the  supplemental  grant  request  is 
fully  justified.  It  is  our  understanding  the  supplemental 
grant  request  will  be  considered  by  a separate  group.  It 
is  mentioned  here  only  that  you  may  have  knowledge  of 
its  existence. 

Subcommittee  Appointments 

Dr.  Melick  recommended  the  following  doctors  for 
membership  on  Iris  subcommittee:  Ernst  E.  Born,  M.D., 
Phoenix;  William  L.  Bunting,  M.D.,  Phoenix;  Boyden  L. 
Crouch,  M.D.,  Phoenix;  Stanford  F.  Farnsworth,  M.D., 
Phoenix;  F.  T.  Flood,  M.D.,  Phoenix;  John  R.  Green, 
M.D.,  Phoenix;  Ralph  A.  Jackson,  Jr.,  M.D.,  Tucson; 
Bernard  M.  Lipschultz  M.D.,  Phoenix;  George  W.  Nash, 
M.D.,  Tucson;  Robert  E.  Norton,  M.D.,  Phoenix;  Augusto 
Ortiz,  M.D.,  Phoenix;  Philip  P.  Scheerer,  M.D.,  Phoenix; 
Maurice  L.  Sievers,  M.D.,  Phoenix;  George  A.  Spend- 
love,  M.D.,  Phoenix;  John  J.  Standifer,  M.D.,  Kingman, 
John  W.  Vosskuhler,  M.D.,  Flagstaff;  Lowell  C.  Worm- 
ley,  M.D.,  Phoenix. 

It  was  regularly  moved  and  unanimously  carried  that 
the  above  mentioned  doctors  be  approved  for  appoint- 
ment. 

SUBCOMMITTEE  ON  TITLE  XIX 

Dr.  Reed  reported  on  the  current  status  of  Title  XIX 
plans.  He  noted  that  Senator  Douglas  Holsclaw  has  re- 
cently shown  great  interest  in  getting  a Title  XIX  Bill 
introduced  in  the  current  Legislature.  Do  to  the  inability 
to  get  the  proper  legal  assistance  in  reducing  our  sug- 
gested plan  to  a Bill,  it  appears  that  this  will  not  occur 
during  this  session. 

It  was  noted  that  effort  should  be  made,  after  the 
Legislative  Council  is  over  its  present  work  load,  to  get 
our  plan  in  Bill  form  as  soon  as  possible  so  that  as  many 
groups  and  individuals  as  possible  will  be  able  to  study 
it  to  enable  introduction  of  this  Bill  early  in  the  next 
session  of  the  Legislature. 

It  was  recommended  that  the  incoming  President’s  in- 
augural address  include  coment  about  all  the  work  done 
in  preparation  of  the  Title  XIX  plan. 

SUBCOMMITTEE  ON  UTILIZATION 
REVIEW 

Dr.  Bishop  reviewed  the  current  status  of  U.R.  in  Ari- 
zona as  well  as  his  meetings  with  Mr.  Don  Yost  of  Blue 


Cross/Blue  Shield,  and  Mr.  George  Vogt  of  the  State 
Department  of  Health  regarding  the  function  of  his  sub- 
eommitte. 

It  was  determined  that  Dr.  Bishop’s  subcommittee 
should  meet  to  formulate  a suggested  plan  of  action, 
recommendations  and  standards  for  U.R.  as  the  Asso- 
ciation feels  it  should  be  done. 

The  importance  of  an  educational  program  relative 
to  U.R.  was  emphasized  and  urged. 

Subcommittee  Appointments 

It  was  regularly  moved  and  unanimously  carried  that 
the  following  doctors  should  be  appointed  to  the  sub- 
committee: Harry  S.  Beckwith,  M.D.,  Winslow;  Ernest 
A.  Born,  M.D.,  Prescott;  Daniel  Bright,  M.D.,  Cotton- 
wood; John  H.  Caskey,  M.D.,  Flagstaff;  Richard  B.  Johns, 
M.D.,  Payson;  Martin  L.  List,  M.D.,  Phoenix; 

OTHER  BUSINESS 

Part  B Carrier 

Dr.  Melick  reviewed  various  correspondence  relating 
to  the  subject  of  Blue  Shield’s  attempt  to  become  the 
Medicare  Part  B Carrier. 

Extensive  discussion  ensued  on  the  many  diverse  as- 
pects of  this  problem. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Board  of  Directors  be  apprised  of  this  Committee’s 
feeling  that  active  efforts  made  to  dispose  of  the  present 
Medicare  Part  B Carrier  be  discontinued  immediately. 
MEETING  ADJOURNED  AT  4:26  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  March  10th  1968, 
in  the  Convention  Center  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:10  a.m.,  Richard  O.  Flynn, 
M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack  E.; 
Cloud,  Daniel  T.;  Derickson,  Philip  G.;  Dew,  Philip  E.; 
Dudley,  Jr.,  Arthur  V.,  President-Elect;  Dysterheft,  Arn- 
old IT,  President;  Finke,  Howard  W.;  Flynn,  Richard 
O.,  Vice  President  and  Chairman;  Grobe,  James  L.; 
Heileman,  John  P.,  Secretary;  Henderson,  Charles  E.; 
Jarrett,  Paul  B.;  Landeen,  Fred  H.;  Melick,  Dermont 
W.;  Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.;  Schoen, 
Roland  F.;  Standifer,  John  J.;  Steen,  William  B. 

COUNSEL:  Mr.  Jacobson,  Edward. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary, ArMA;  Robinson,  Bruce  E.,  Assistant  Executive 
Secretary,  ArMA;  Boykin,  Paul  IE,  Executive  Secretary, 
BOMEX. 

GUESTS:  Drs.  Clarke,  George  M.,  M.D.,  President, 
Mohave  County  Medical  Society;  Craig,  Carlos  C.,  Chair- 
man, Legislative  Committee. 

EXCUSED:  Drs.  Dexter,  Richard  L.;  Moody,  Deward 
G.;  Sattenspiel,  Edward;  Young,  Woodson  C. 

WELCOME 

Dr.  Flynn  called  the  meeting  to  order  declaring  that 
he  would  introduce  the  guests  as  they  arrived. 

MINUTE 

Approved  minute  of  the  meeting  of  the  Board  of 
Directors  of  this  Association  held  January  14,  1968. 
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ArMPAC  BOARD  OF  DIRECTORS 

It  was  reported  that  Dr.  Kahle  is  unable  to  attend 
this  meeting  being  out  of  town  attending  the  annual 
AMPAC  meeting  in  Washington,  D.C.  He  wished  to  re- 
port however  that  due  to  the  splendid  cooperation  of 
the  component  county  societies  agreeing  to  include  in 
the  annual  dues  statement  provision  for  ArMPAC  dues, 
contributions  have  resulted  in  an  increase  in  enrollment 
totaling  534.  Within  the  week,  a mailing  will  go  forward 
to  the  dentist  participants  and  a good  return  is  antici- 
pated. 

BOARD  OF  DIRECTORS 

Arizona  State  Board  of  Health 

Albert  J.  Oehsner,  II,  M.D.  (Yuma)  appointed  by  the 
Governor  a member  of  the  Arizona  State  Board  of  Health 
for  the  term  expiring  February  1,  1973,  subject  to  Senate 
confirmation. 

Expression  of  Appreciation 

Clarence  G.  Salsbury,  M.D.,  expressed  grateful  appre- 
ciation for  the  floral  display  forwarded  by  the  Associa- 
tion during  his  recent  sorrow  of  the  passing  of  his 
beloved  wife. 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Received  from  Daniel  L.  Neel,  recipient  of  a $500.00 
scholarship  award  granted  by  this  Association,  expression 
of  grateful  appreciation  therefor.  Mr.  Neel  is  attending 
his  first  year  at  the  University  of  Utah  College  of 
Medicine. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Classification 
MARICOPA 

Raymond  Barnes,  M.D.  (Scottsdale)  — Granted 
Service  (M  dues)  account  Full-Time  Employment  — 
Blood  Services,  effective  2/8/68. 

Lome  W.  Christian,  M.D.  (Mesa)  — Granted  Affil- 
iate (dues  exempt)  account  Retirement,  effective 
10/1/67. 

Carl  H.  Gans,  M.D.  (Phoenix)  — Active,  Granted 
Associate  (dues  exempt)  account  Retirement,  effective 
1/1/67. 

Jacob  Gier,  M.D.  (Phoenix)  — Granted  Service  (h 
dues)  account  Full-Time  Employment  — Arizona 
State  Hospital,  effective  1/9/68. 

Georgia  L.  Johnson,  M.D.  (Tempe)  — Granted 
Service  (h  dues)  account  Full-Time  Employment  — 
Professor  of  Health  Education  at  Arizona  State  Uni- 
versity, effective  2/1/68. 

Alex  Newman,  M.D.  (Phoenix)  — Granted  Service 
(/l  dues)  account  Full-Time  Employment  — Maricopa 
County  General  Hospital,  effective  2/1/68. 

George  M.  Nickas,  M.D.  (Phoenix)  — Granted 
Service  ('A  dues)  account  Full-Time  Employment  — 
Maricopa  County  General  Hospital,  effective  2/9/68. 

Howard  M.  Purcell,  Sr.,  M.D.  (Phoenix)  — Active, 
granted  Active  (dues  exempt)  account  70  Years  of 
Age  or  Over,  effective  1/1/68. 

Paul  R.  Scallin,  M.D.  (Phoenix)  — Active,  granted 
Active  (dues  exempt)  account  70  Years  of  Age  or 
Over,  effective  1/1/68. 

Jacob  M.  Sobol,  M.D.  (Phoenix)  — Associate  (dues 
exempt  retirement),  granted  Service  (M  dues)  account 


Full-Time  Employment  — Phoenix  Union  High  School 
System,  effective  2/13/68. 

Rex  E.  Whitney,  M.D.  (Phoenix)  — Granted  Service 
(/4  dues)  account  Full-Time  Employment  — Arizona 
State  Hospital,  effective  2/22/68. 

John  M.  Tedford,  M.D.  (Phoenix)  — Granted  Asso- 
ciate (dues  exempt)  account  Disability  (illness)  effec- 
tive 1/1/68. 

NAVAJO 

Claude  H.  Peterson,  M.D.  (Winslow)  — Active, 
granted  Associate  (dues  exempt)  account  Retirement, 
effective  1/1/68. 

PIMA 

Kenneth  C.  Baker,  M.D.  (Tucson)  — Active,  granted 
Associate  (dues  exempt)  account  Retirement  (illness), 
effective  1/1/68. 

Charles  Edward  Eby,  M.D.  (Tucson)  — Granted 
Service  (A  dues)  account  Full-Time  Employment  — 
Pima  County  General  Hospital,  effective  1/24/68. 

Financial  Report 

Dr.  Landeen  reviewed  the  financial  report  covering 
the  first  two  months  of  this  year  to  and  including  Feb- 
ruary 29,  1968,  reciting  total  “REVENUES”  received 
amounting  to  $153,334.98  ($204,375.00  budgeted)  and 
“EXPENDITURES”  of  $29,936.32  ($202,989.00  budget- 
ed). ACCEPTED. 

The  auditors,  Henry  & Horne,  Certified  Public  Ac- 
countants, submitted  a preliminary  audit  of  accounts  for 
the  year  ending  December  31,  1967.  INCOME  total  of 
$210,926.10,  EXPENDITURES  total  $220,643.67.  Ex- 
hibit A,  statement  of  Assets  and  Liabilities  resulting  from 
cash  transactions  reflects  a General  Fund  cash  balance 
of  $97,700.86,  a net  decrease  over  1966  of  $19,120.73. 

1969  Budget 

The  Treasurer  presented  for  review  a proposed  budget 
for  the  year  1969.  Income  is  estimated  at  $260,625.00 
based  upon  a 1,700  dues-paying  membership,  with  ex- 
penditures estimated  in  like  amount.  Annual  dues  will 
continue  at  $105.00  including  $5.00  for  subscription  to 
Arizona  Medicine  Journal. 

Building  Program 

Presented  for  consideration  of  the  Board  were  several 
proposals  to  provide  additional  office  facilities  presently 
required  and  looking  toward  the  future  as  to  require- 
ments at  the  expiration  of  the  current  lease  of  quarters 
in  the  Safari  Building,  August  1,  1969.  It  is  proposed 
that  ArMA  give  serious  consideration  to  building  in  the 
light  of  increased  rental  costs  anticipated.  Currently 
available  and  possible  future  office  facilities  which  may 
be  provided  under  the  management  of  the  Safari  Hotel 
were  discussed;  likewise,  a proposal  submitted  by  Mr. 
G.  Robert  Herberger,  developer,  who  is  agreeable  to 
constructing  a building  of  approximately  10,000  square 
feet  on  a 16-acre  parcel  known  as  Camelback  Mall  at 
the  7000  east  block  of  Camelback  Road,  Scottsdale.  A 
rental  figure  has  not  been  developed  as  yet,  depending 
upon  the  decision  of  ArMA  whether  or  not  it  is  desirable 
to  enter  into  a project  of  this  sort.  Following  lengthy 
discussion,  it  was  estimated  that  an  assessment  levied 
against  the  membership  of  $125.00  ($15.00  per  year  for 
a total  of  $150.00  for  those  members  wishing  to  pay 
over  a period  of  10  years)  would  provide  sufficient  cap- 


ARIZONA  MEDICINE 


ital  to  construct  an  adequate  headquarters  building 
utilizing  available  trust  funds  in  hand  for  the  purchase 
of  property. 

It  was  further  unanimously  determined  to  introduce  a 
resolution  in  the  House  of  Delegates  of  ArMA  during  its 
forthcoming  meeting  proposing  a building  program  and 
special  membership  assessment  as  outlined  for  its  de- 
termination. The  Treasurer  is  requested  to  prepare  and 
submit  to  the  House  an  appropriate  resolution  with 
adequate  supporting  data  at  the  forthcoming  annual 
meeting. 

It  was  further  determined  that  the  Treasurer  prepare 
an  additional  resolution  providing  for  the  re-dedication 
of  trust  funds  approximating  $49,250.86  from  the  medical 
student  loan  program  no  longer  required  for  this  purpose, 
the  result  of  the  joint  ArMA-AMA-ERF  consolidated 
program  for  use  possibly  in  the  purchase  of  land  should 
the  House  determine  to  pursue  a headquarters  building 
program. 

It  was  further  determined  to  require  of  the  Treasurer 
the  preparation  of  an  alternate  budget  for  1969  which 
would  take  into  account  necessary  revisions  should  a 
building  program  be  authorized. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

Comprehensive  Health  Planning 

At  the  meeting  of  the  Board  of  Directors  held  January 
14,  1968,  action  on  H.B.  7 proposed  by  Rep.  Frank 
Kelley  relating  to  Public  Health  and  Safety;  abolishing 
the  State  Board  of  Health;  creating  a new  State  Board 
of  Health;  providing  for  organization  of  Board;  authoriz- 
ing the  Board  to  prepare  and  administer  or  supervise 
the  administration  of  a Comprehensive  State  Health 
Plan  to  be  implemented  upon  review  by  the  Governor 
and  approval  by  the  Board  and  Surgeon  General;  author- 
izing the  appointment  of  a State  Health  Planning  Coun- 
cil; making  a continuous  appropriation  of  certain  monies 
to  administer  the  Health  Plan,  etc.,  was  tabled  pending 
receipt  of  additional  information.  Since  that  time,  Substi- 
tute H.B.  7 was  introduced  creating  the  Arizona  Health 
Planning  Authority;  prescribing  powers  and  duties  of 
the  Authority;  creating  a State  Health  Planning  Council 
prescribing  duties  of  the  Council,  etc.  This  would  create 
a separate  entity  from  the  State  Board  of  Health  for  the 
purpose  of  Comprehensive  Health  Planning.  It  was  felt 
that  this  would  better  facilitate  the  coordination  of  ef- 
forts of  the  28  existing  state  agencies  now  concerned 
with  health  matters.  A Board  membership  poll  was  made, 
19  members  voting  in  the  affirmative,  3 in  the  negative 
and  2 not  voting,  in  favor  of  the  recommendations  of 
the  Subcommittee  on  Comprehensive  Health  Planning 
emanating  from  its  meeting  of  January  21,  1968.  This 
measure  (Sub.  H.B.  7)  was  introduced  February  12,  1968 
in  the  Second  Regular  Session  of  the  Arizona  State 
Legislature  and  a number  of  amendments  to  the  initial 
bill  have  been  voted  by  the  several  Legislative  Commit- 
tees assigned  the  measure.  Considrable  discussion  ensued 
relating  to  the  provisions  of  the  initial  substitute  bill  and 
amendments  and  position  of  this  Association  taken  during 
its  course  through  Board  consideration  of  the  Legislation. 
Medicare  Intermediary 

Having  carried  out  the  intent  of  House  Resolution  No. 
10  (1966)  proposing  that  Arizona  Blue  Shield  be  the 


Fiscal  Administrator  for  Medicare  (public  law  89-97, 
Title  XVIII,  Part  B,  enacted  by  the  89th  Congress  June 
30,  1965),  and  reviewing  steps  taken  so  to  do  to  date, 
it  was  determined  that  the  progress  report  be  received 
as  a matter  of  information. 

HISTORY  AND  OBITUARIES  COMMITTEE 

ArMA  Historical  Collection 

Dr.  Schoen  expressed  disappointment  that  John  D, 
Gilchriese,  Ph.D.,  Field  Historian,  University  of  Arizona 
Library,  is  unable  to  be  present  this  morning.  It  has 
been  determined  that  a medical  historical  collection  at 
the  College  of  Medicine,  University  of  Arizona,  Tucson, 
will  be  established  to  be  designated  the  “Arizona  Medical 
Association  Historical  Collection.”  It  is  further  recom- 
mended that  a Board  of  Governors  be  established  to  in- 
clude the  Dean  of  the  College  of  Medicine  of  the  Uni- 
versity of  Arizona  or  his  representative,  the  Chairman  of 
the  History  and  Obituaries  Committee  or  his  representa- 
tive and  the  Field  Historian  of  the  University  of  Ari- 
zona Library  Department  or  his  representative;  further, 
that  an  advisory  council  be  established  for  the  purpose  of 
assisting  in  the  development  of  the  collection  to  include: 
Rex  Berndt,  Ph.D.,  Executive  Vice  President  — NAU; 
Walter  Brazie,  M.D.,  Kingman;  W.  Albert  Brewer,  M.D., 
Phoenix;  Willis  Brewer,  Ph.D.,  Dean,  College  of  Phar- 
macy, University  of  Arizona;  Mrs.  John  Caskey,  President 
of  Coconino  County  Medical  Society  Auxiliary;  Mrs. 
Roger  Cole,  President  of  Pima  County  Medical  Society 
Auxiliary;  Robert  S.  Flinn,  M.D.,  Phoenix;  John  R.  Green, 
M.D.,  Phoenix;  John  W.  Kennedy,  M.D.,  Phoenix;  Harold 
W.  Kohl,  Sr.,  M.D.,  Tucson;  William  R.  Mathews,  Arizona 
Daily  Star;  Mrs.  Deibert  Miller,  President  of  Yavapai 
County  Medical  Society  Auxiliary;  Mrs.  Melvin  Phillips, 
Historian  of  Woman’s  Auxiliary,  Prescott;  George  Pitt- 
man, Editor  of  Kennecott  Copper  Coqn  house  organ, 
San  Manuel;  Frances  E.  Quebbeman,  Ph.D.;  Jay  Sitter- 
ley,  M.D.,  Flagstaff;  Mrs.  Audrey  Stevens,  Kearny;  Mrs. 
Dale  F.  Webb,  President  of  Yuma  County  Medical 
Society  Auxiliary;  Mrs.  Whitney  White,  President  of  Gila 
County  Medical  Society  Auxiliary;  Mrs.  Lewis  Winter, 
President  of  Maricopa  County  Medical  Society  Auxiliary; 
RN  from  NAU;  RN  from  ASU;  Representative  from  ASU 
— V.P.  in  charge  of  P.R.  or  Head  of  Library  Department. 

It  was  regularly  moved  and  unanimously  carried  that 
the  proposed  recommendations  be  adopted  and  that 
authorization  to  pursue  the  project  be  granted. 

LEGISLATIVE  COMMITTEE 

H.B.  31  (Chapter  17,  A.R.S.  — Third  Special)  Arizona 
State  Board  of  Crippled  Children’s  Services;  appropria- 
tion — $319,165.00  (1/1/68).  In  answer  to  question  raised 
by  the  Board  January  14,  1968,  referable  to  the  pro- 
posed restriction  of  use  of  funds  first  to  the  Crippled 
Children’s  Hospital,  Phoenix,  which  would  appear  to 
indicate  exclusion  of  such  service  in  southern  Arizona, 
Rep.  John  C.  Pritzlaff,  Jr.  advised  that  this  decision  was 
made  at  the  time  of  special  appropriation  due  to  the 
fact  that  the  census  of  the  hospital  in  Phoenix  was  under 
60%  occupancy.  In  the  opinion  of  the  state,  a facility 
should  be  supported  and  used  particularly  when  the  costs 
per  day  are  less;  otherwise,  the  taxpayer  will  not  condone 
the  State  being  in  such  a business.  The  whole  matter 
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was  settled  with  the  Board  at  a hearing  held  during  the 
first  week  of  February  and  understanding  reached. 

ArMA  Sponsored  Bills 

H.B.  179  ICA  Payment  of  Usual  and  Customary  Fees 
cleared  House  State  Government  and  Public  Health 
and  Welfare  (with  Amendment)  Committees,  awaiting 
Rules  Committee.  Counsel  reported  that  it  is  not 
likely  this  Bill  will  be  enacted.  Currently  the  Legisla- 
ture is  considering  “must”  legislation  H.B.  277,  285 
and  S.B.  241,  providing  for  the  re-organization  of  the 
ICA,  Workmen’s  Compensation  and  providing  for  a 
Department  of  Safety  within  ICA.  It  is  the  hope  that 
the  objective  contained  in  H.B.  179  will  be  incorpor- 
ated and  made  a part  of  the  final  measure  to  be 
enacted. 

H.B.  180  WICHE  — Elimination  of  contract  with 
Student  Certified  for  Benefits  of  Education;  assigned 
Education,  Public  Health  and  Welfare  and  Rules 
Committee.  Counsel  reported  that  apparently  for 
some  reason  or  another  the  President  of  the  University 
of  Arizona  expressed  the  view  that  this  is  not  the 
year  to  press  for  enactment  of  this  legislation.  Enact- 
ment is  not  anticipated. 

H.B.  181  Hospital  District  Board  of  Directors  Com- 
position. Cleared  House  Public  Health  and  Welfare, 
State  Government  (with  amendment)  and  Rules  Com- 
mittee; passed  Committee  of  Whole  (with  deletion 
of  amendment);  to  Senate.  It  is  anticipated  this  meas- 
ure will  be  enacted. 

H.B.  219  Medicine  and  Surgery.  Cleared  Public 
Health  and  Welfare  (with  Amendment),  Ways  and 
Means  (with  amendment)  and  Rules  Committees. 
Passed  Committee  of  Whole  (with  Ways  and  Means 
Committee  amendment,  including  Basic  Science  Re- 
peal, Public  Health  and  Welfare  Committee  amend- 
ment withdrawn);  to  Senate.  Counsel  reports  that  he 
has  every  confidence  this  bill  will  be  enacted. 

Bills  Supported  by  ArMA 

H.B.  11  Securities  of  Certain  Non-Profit  Organiza- 
tions (8%  Hospitals)  subject  to  authority  of  Arizona 
Corporation  Commission.  Passed  Committee  of  Whole; 
to  Senate. 

H.B.  12  Providing  care  for  indigent  patients  in  Pri- 
vate Hospitals.  Passed  Committee  of  Whole  (with 
Appropriations  Committee  amendment,  Counties  and 
Municipalities  and  Public  Health  & Welfare  Commit- 
tees amendments  withdrawn);  to  Senate. 

H.B.  13  Increase  in  Vendor  Payments.  Cleared  Public 
Health  and  Welfare  Committee  (awaiting  actions  of 
Appropriations  and  Rules  Committees). 

S.B.  Ill  Defining  Hospital  and  Medical  Service  Cor- 
porations, including  Care  in  Extended  Care  Facilities 
and  Home  Health  Agencies.  Passed  Committee  of 
Whole  (with  Commerce  and  Industry  Committee 
amendment);  to  House. 

Bills  Opposed  by  ArMA 

H.B.  20  Establishing  State  Department  of  Occupa- 
tional Licensing.  Assigned  Appropriations,  Rules,  State 
Government  and  Ways  and  Means  Committees;  no 
action.  It  is  anticipated  this  measure  will  not  clear 
the  Legislature  this  year. 


H.B.  156  Eye  Care  Recipient  — Freedom  of  Choice 
(Optometry).  Passed  Committee  of  Whole;  to  Senate. 
S.B.  112  Insurance  Subscriber  — Freedom  of  Choice 
(Optometry).  Passed  Committee  of  Whole;  to  House. 
Bills  Tabled  or  Deferred  by  ArMA 

H.B.  7 Abolishing  State  Board  of  Health  and  Creating 
New.  (tabled).  Assigned  Appropriations,  Public  Health 
and  Welfare,  Rules  and  State  Government  Commit- 
tees; it  is  not  anticipated  this  measure  will  be  enaeted 
this  year. 

Sub.  H.B.  7 Creating  Arizona  Health  Planning  Auth- 
ority. Cleared  Public  Health  & Welfare  and  State 
Government  Committees  (with  amendments);  awaiting 
actions  of  Rules  and  State  Government  Committees. 
It  is  anticipated  this  measure  might  well  be  enacted 
this  session  of  the  Legislature  with  amendments. 
H.B.  53  Licensing  of  Clinical  Laboratories  and  Blood 
Banks,  (deferred).  Cleared  Public  Health  and  Welfare 
(with  amendments);  awaiting  actions  of  Appropria- 
tions, Rules  and  State  Government  Committees.  It  is 
not  anticipated  this  measure  will  be  enacted  during 
the  current  Legislative  session. 

H.B.  225  Establishment  of  State  Board  of  Mental 
Health  (outside  Arizona  State  Department  of  Health). 
Assigned  Appropriations,  Public  Health  & Welfare, 
Rules  and  State  Government  Committees;  no  action. 
It  is  not  anticipated  this  measure  will  be  enacted  this 
session  of  the  Legislature. 

H.B.  285  and  S.B.  241  Industrial  Commission-Work- 
men’s Compensation  Laws.  As  previously  reported, 
undoubtedly  will  be  combined  possibly  including 
H.B.  277,  several  re-writes  of  the  measures  having 
been  presented  through  the  process  of  amendment. 
Dr.  Walter  V.  Edwards,  Medical  Director  of  ICA 
submitted  an  analysis  of  S.B.  241  and  H.B.  285. 
There  appears  little  to  be  done  at  this  time  until  the 
Legislature  determines  upon  a measure  finally  to  be 
considered  and  acted  upon. 

S.B.  Ill  Defining  Hospital  and  Medical  Services 
Corporations  including  care  in  Extended  Care  Facili- 
ties and  Home  Health  Care  Agencies  and  services  of 
Podiatry  and  of  personnel  under  a physician;  S.B.  112 
providing  that  subscriber  shall  have  freedom  of  choice 
of  optometrist  or  physician  and  surgeon  skilled  in  eye 
care  when  subscription  contract  offers  such  service; 
and  S.B.  175  providing  that  benefits  for  services  per- 
formed by  licensed  chiropractors  shall  not  be  excluded 
from  hospital  and  medical  service  corporation  con- 
tracts for  disability  insurance  contracts  and  group 
disability  insurance  contracts,  all  relating  to  insurance 
and  of  appreciable  concern  to  Arizona  Blue  Shield 
closely  followed  by  that  organization  throughout  the 
session,  it  appears  that  S.B.  Ill  will  be  enacted 
during  this  session  of  the  Legislature  with  a strong 
possibility  that  S.B.  112  may  likewise  clear  while 
S.B.  175  has  cleared  the  Senate  without  amendment, 
it  is  before  the  House  and  as  of  this  writing,  it  has 
cleared  none  of  the  committees. 

MEDICAL  ECONOMICS  COMMITTEE 

CHAMPUS  Contract 

Authorized  execution  of  contract  No.  DA-05-1 14-66- 
MD-87,  ID.  No.  8708,  associate  with  the  Civilian  Health 
and  Medical  Program  of  the  Uniformed  Services  includ- 
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ing  this  Association  as  a third  party  providing  necessary 
changes  to  enable  the  payment  of  physicians  of  Arizona 
under  the  customary  and  prevailing  fee  concept,  effec- 
tive March  1,  1968,  an  amendment  to  the  current  contract 
expiring  March  31,  1968. 

Accident  and  Sickness  Contract 

Authorized  execution  of  rider  and  endorsement  to 
group  policy  No.  G-2075  Accident  and  Sickness  Insurance 
contract  sponsored  by  this  Association,  underwritten  by 
the  National  Casualty  Company  of  Detroit  providing  a 
second  premium  rate  increase  since  the  establishment 
of  the  program  in  1953  which  in  effect  increases  the 
older  age  group  and  decreases  the  younger  age  group  in 
an  endeavor  to  attract  them  into  the  program.  In  addi- 
tion, it  is  proposed  to  be  added  to  the  benefit  of  the 
insured;  (1)  a waiver  of  premium;  (2)  a recurrence  dis- 
ability (sickness)  provision;  (3)  passenger  air  coverage, 
commercial  and  private,  to  include  pilot  coverage  which 
is  optional;  (4)  redundant  clause  and  (5)  conversion 
privilege.  To  be  deleted  will  be  hospital  and  nurse  cov- 
erage which  is  not  a significant  part  of  the  program; 
also,  renewal  beyond  age  70  for  those  becoming  insured 
after  July  15,  1968.  A promotional  campaign  will  be 
activated  to  open  enrollment  for  a 60-day  period. 

ICA  Negotiations 

Rex  A.  Peterson,  M.D.  by  letter  dated  January  29, 
1968,  submitted  criticism  of  the  negotiations  undertaken 
with  the  ICA  through  this  Association’s  Medical  Eco- 
nomics Committee  and  offered  certain  suggestions  as 
regards  the  objective  to  provide  for  the  usual,  customary 
and  reasonable  fee  concept  in  the  payment  of  physician 
services.  It  was  suggested  that  ArMA  have  a full-time 
or  part-time  salaried  doctor  in  charge  of  the  Medical 
Economics  Committee  with  adequate  secretarial  assist- 
ance; further,  that  a survey  of  every  practicing  physician 
in  Arizona  regarding  his  usual  and  customary  fees  for 
those  procedures  which  he  accomplishes  in  his  treatment 
of  industrial  patients  be  undertaken. 

This  matter  was  referred  to  the  Chairman  of  the 
Medical  Economics  Committee  for  consideration. 
Salaried  Hospital  Medical  Employees 

Discussion  ensued  and  it  was  reported  that  through 
the  Board  of  Directors  of  Blue  Shield,  a survey  is  being 
conducted  to  ascertain  contractual  relations  between 
full-time  or  part-time  salaried  hospital  medical  employ- 
ees. It  is  anticipated  a report  will  be  forthcoming  prior 
to  the  annual  meeting  of  both  this  Association  and  the 
corporate  body  of  Blue  Shield. 

PROFESSIONAL  COMMITTEE 

Podiatry 

Matter  of  introduction  of  a resolution  in  ArMA  House 
of  Delegates  in  annual  meeting  April  next,  tabled  Janu- 
uary  14  last,  referable  to  hospital  staff  privileges  for 
Podiatrists,  removed  from  table. 

Dr.  Payne  sought  an  audience  with  the  Board  and 
was  invited  to  attend  this  meeting,  apparently  was 
unable  to  attend.  The  Professional  Committee  recom- 
mended removal  of  the  subject  from  the  table,  recon- 
sidered and  that  Dr.  Payne  be  heard.  Discussion  ensued. 

It  was  determined  the  Board  of  Directors  would  not 
introduce  the  resolution  in  question;  however,  this  would 
not  preclude  introduction  by  a Delegate  or  component 
county  medical  society. 


Immunization 

Determined  not  to  authorize  an  appropriation  of 
$2,000.00  for  a continuation  of  the  statewide  immuniza- 
tion program  in  1968,  suggesting  that  such  activity 
be  carreid  out  on  the  local  level  by  the  component 
county  medical  societies,  if  desirable. 

Treatment  of  Physicians’  Families 

The  question  of  treatment  of  physicians’  families  by 
the  physician  member  of  the  family  submitted  for  con- 
sideration by  Arizona  Blue  Shield  was  considered  by  the 
Professional  Committee.  Blue  Shield  advised  the  question 
to  be  in  two  parts:  (1)  the  first  relating  to  “exclusions” 
to  the  effect  that  Arizona  Blue  Shield  will  not  pay  for 
services  normally  rendered  without  a charge;  and  (2) 
the  second  involves  “ethics.” 

The  Judicial  Council  of  AMA  in  1966  stated:  “As  a 
general  rule,  a physician  should  not  attempt  to  treat 
members  of  his  family  or  himself.  Consequently,  a 
physician  should  cheerfully  and  without  recompense  give 
his  professional  services  to  physicians  or  their  dependents 
if  they  are  in  his  vicinity  (Principles  of  Medical  Ethics, 
1955  addition,  Chapter  IV,  Section  1).” 

Inasmuch  as  the  Professional  Committee  could  not 
arrive  at  a decision  because  of  differences  of  opinion, 
the  subject  was  referred  to  the  Board  for  consideration 
and  establishment  of  policy. 

It  was  determined  that  the  “ethics”  of  paying  doctors 
of  medicine  for  treating  members  of  his  own  family 
(such  as  in  the  instance  of  Bine  Shield  coverage)  is  highly 
questionable  and  certainly  frowned  upon  by  the  Arizona 
Medical  Association. 

Regional  Meeting  — Emergency  Medical  Services 

Approved  in  principle  without  financial  support,  the 
proposed  development  of  a Regional  Meeting  on  Emer- 
gency Medical  Services  such  as  was  recently  held  in 
California  with  the  cooperation  of  AMA,  to  encompass 
possibly  eleven  western  states,  suggested  by  the  Governor 
of  Arizona  through  his  Area  Traffic  Safety  Coordinator. 

PUBLIC  RELATIONS  COMMITTEE 

Robins  Community  Service  Award 

Following  review  of  nominations  received  from  Mari- 
copa County  Medical  Society  (Charles  E.  Henderson, 
M.D.),  Pima  County  Medical  Society  (David  R.  Minter, 
M.D.)  and  Pinal  County  Medical  Society  (Roland  F. 
Schoen,  M.D.),  selected  Charles  E.  Henderson,  M.D.  to 
receive  the  A.  H.  Robins  Company’s  Community  Service 
Award. 

Woman’s  Auxiliary  Dues  — Resolution 

Removed  from  the  table  the  matter  of  proposed  intro- 
duction by  the  Board  of  Directors  of  a resolution  increas- 
ing the  annual  dues  of  ArMA  $7.00  per  annum,  this 
amount,  when  collected,  to  be  transferred  to  the  Wom- 
an’s Auxiliary  of  the  Arizona  Medical  Association.  In  the 
light  of  the  financial  position  of  the  Association  previ- 
ously portrayed  by  the  Treasurer  and  the  possibility  of 
entering  into  a building  program  should  it  be  authorized 
by  the  House,  determined  to  table  the  request  for  this 
season. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

1970  Annual  Meeting  Location 

Directed  that  the  Scientific  Assembly  Committee  be 
requested  to  look  into  alternatives  and  furnish  the  Board 
of  Directors  more  information  as  to  suitable  annual 
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meeting  locations  for  1970  in  order  that  it  may  make  a 
decision  at  its  next  meeting. 

1968  Annual  Meeting  Attendance 

Discussion  ensued  as  to  the  desirability  of  promoting 
attendance  to  the  1968  Annual  Meeting  by  out-of-state 
doctors  of  medicine.  It  was  reported  a goodly  number  of 
inquiries  already  had  been  received  considerably  in  ex- 
cess of  previous  years.  It  was  determined  to  refer  this 
matter  to  the  Scientific  Assembly  Committee  for  future 
consideration  and  report. 

COMMUNICATIONS 

SAMA  - 1968  Dues 

Authorized  payment  of  1968  dues  of  $100.00  to  Stu- 
dent American  Medical  Association. 

Alternate  Delegates 

Accepted  with  regret  the  resignations  of  Dermont  W. 
Melick,  M.D.  and  Philip  G.  Derickson,  M.D.,  Alternate 
Delegates  to  the  AMA,  the  former’s  term  expiring  De- 
cember 31,  1969,  the  latter’s  term  expiring  December  31, 
1968,  each  to  take  effect  April  27,  1968. 

Hospital  Advisory  Council 

Hugh  H.  Smith,  M.D.  (Tucson)  resigned  as  member 
of  the  Hospital  Advisory  Council  (ARS  2,  36-422)  effec- 
tive February  28,  1968.  His  term  would  have  expired 
December  31,  1968,  having  been  appointed  for  a term 
of  three  years.  George  A.  Spendlove,  M.D.,  Commission- 
er, Arizona  State  Department  of  Health,  requests,  in 
accordance  with  the  statutes,  that  ArMA  submit  a list 
of  three  names  as  nominees  to  fill  the  vacancy  caused 
by  this  resignation  for  the  term  expiring  December  31, 
1968. 

Determined  the  Executive  Committee  be  authorized 
to  nominate  three  candidates  to  fill  this  vacancy  and 
submit  their  names  to  the  Commissioner. 

Professional  Services  Fees 

Coconino  County  Medical  Society  seeks  ethical  solu- 
tion to  a problem  which  would  result  in  adequately 
compensating  a Board  Certified  Obstetrician  and  Gyne- 
cologist to  whom  a generalist  signs  out  his  patient(s) 
when  he  leaves  town.  Such  compensation  would  be  paid 
by  the  generalist  to  the  obstetrician  and  would  not  be 
related  to  the  patients  having  paid  him  or  not.  Question 
of  fee  splitting  is  involved.  Referred  to  Professional  Com- 
mittee for  review  and  recommendation. 

Scientific  Section  — Annual  Meetings 

In  the  matter  of  Resolution  No.  1 proposed  to  be 
introduced  in  the  forthcoming  annual  meeting  of  the 
House  of  Delegates  by  the  Board  of  Directors  extending 
invitation  to  members  of  the  Arizona  Osteopathic  Med- 
ical Association  to  attend  the  annual  scientific  sessions 
of  the  Arizona  Medical  Association,  referred  Dr.  Melick’s 
comments  to  the  Reference  Committee  on  Resolutions. 

OTHER  BUSINESS 

Standing  — Special  Committees 

Dr.  Dudley,  Jr.,  President-Elect,  submitted  for  review, 
a listing  of  his  contemplated  proposed  appointments  or 
reappointments,  as  President  of  the  Association,  when  he 
assumes  office,  relating  to  vacancies  on  standing  and 
special  committees  of  the  Association.  Certain  suggestions 


were  offered  and  accepted.  It  was  proposed  that  those 
members  to  be  nominated  be  contacted  in  advance  of 
the  Board  of  Directors  meeting,  as  newly  constituted, 
April  27,  1968,  to  assure  their  availability  and  agreeable- 
ness to  accept  the  assignment.  Dr.  Dudley  agreed  to  do 
this.  RECEIVED. 

1968-69  Schedule  of  Meetings 

It  was  suggested  that  again  for  the  fiscal  year  1968-69, 
a schedule  of  meetings  be  established  to  include  the 
Board  of  Directors,  the  Executive  Committee,  the  Pro- 
fessional Committee,  the  Legislative  Committee,  the 
Benevolent  and  Loan  Fund  Committee  (to  meet  in  June 
rather  than  August),  and  in  addition,  the  Medical  Eco- 
nomics and  Governmental  Services  Committees  (latter 
every  two  months).  APPROVED. 

Blue  Shield  — UCR  Contracts 

For  information,  the  Maricopa  County  Medical  Society 
Delegates  have  requested  of  Arizona  Blue  Shield  certain 
information  relating  to  UCR  contracts  issued  since  the 
annual  meeting  of  1967.  RECEIVED. 

AMA  Socio-Economics  Congress 

Robert  E.  Howard,  M.D.,  President,  Ohio  State  Med- 
ical Association,  files  a copy  of  his  letter  of  January  22, 
1968,  addressed  to  Charles  Hudson,  M.D..  Director, 
Division  of  Socio-Economic  Activities  of  AMA,  relating 
to  the  Second  National  Congress  on  the  Socio-Economics 
of  Health  Care  and  apparent  over-emphasis  on  Group 
Practice.  RECEIVED. 

MEETING  ADJOURNED  AT  2:30  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 

aid  therapy.  334-8-6471 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 10  mg 

Vitamin  B6  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  Bl2  Crystalline 4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American 

Cyanamid  Company,  Pearl  River,  N.Y. 


STRESSCAPS® 

Stress  Formula  B+C  Vitamins  Lederle 
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Part  of 
the  fine  art 
of  medicine 


Each  Pulvule®  contains  65  rag.  prop< 
22 7 mg.  aspirin,  162  mg.  phenacetin, 


■ochloride 


Additional  information  available  td| 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
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ORIGINAL  ARTICLES 


RESURGENCE  OF 
MEASLES  IN  1968? 


James  S Beck,  M.D. 


From  Division  of  Preventive  Medical  Services,  Arizona  State 
Department  of  Health,  1624  W.  Adams,  Phoenix,  Arizona 
85007 

Epidemic  Intelligence  Service  Officer,  National  Communicable 
Disease  Center,  U.  S.  Department  of  Health,  Education,  and 
Welfare,  assigned  to  the  Arizona  State  Department  of  Health 


Will  Arizona  have  a resurgence  of  measles 
in  the  late  winter  and  spring  of  1968?  Probably, 
unless  more  children  are  immunized  in  the  very 
near  future.  If  so,  observations  during  1963  — 
the  most  recent  year  of  high  incidence  — sug- 
gests that  more  than  10,000  cases  could  be  re- 
ported by  physicians.  In  1963,  measles  was  re- 
sponsible for  the  death  of  25  children  in  Ari- 
zona.1 Based  on  other  studies,  probably  80  de- 
veloped encephalitis  with  32  having  incapacitat- 
ing mental  retardation  or  other  neurological  resi- 
duae.2  To  delineate  the  magnitude  more  pre- 
cisely, add  6,000  cases  of  superimposed  bac- 
terial infections,  the  widespread  discomfort  from 
uncomplicated  illnesses,  and  the  astronomical 
loss  of  time  from  school  and  work.  THIS  NEED 
NOT  HAPPEN  AGAIN.  IT  CAN  BE  PRE- 
VENTED. 

DATA  ON  RECURRENCE  OF  MEASLES 

Measles  was  designated  a reportable  disease 
in  Arizona  in  1943.  However,  in  common  with 
data  from  other  states,  information  on  morbidity 
is  unreliable.  The  number  of  cases  reported  rep- 
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resent  only  a fraction  of  the  actual  number. 
During  the  past  10  years,  reports  of  morbidity 
have  been  received  from  only  about  25  percent 
of  physicians  — pediatricians,  internists,  and  gen- 
eral practitioners  — that  commonly  see  children 
with  communicable  diseases  in  their  practices. 
However,  knowledge  of  this  percentage  can  be 
used  in  conjunction  with  the  number  of  reported 
cases  to  derive  a crude  estimate  of  the  actual 
number  of  cases.  With  25  percent  of  physicians 
reporting  from  1957  through  1966,  the  actual 
number  of  cases  could  be  estimated  to  be  4 
times  the  reported  number  of  cases.  This  esti- 
mate is  probably  quite  conservative,  as  it  does 
not  account  for  the  large  number  of  children 
with  measles  who  are  not  seen  by  physicians.  In 
1963  the  actual  number  of  cases  would  probably 
have  been  in  excess  of  40,000. 

COST  OF  MEASLES  EPIDEMIC 
Besides  the  evident  morbidity  and  mortality  it 
causes,  measles  is  expensive  and  costs  the  people 
of  Arizona  a great  deal  of  money  each  year.  The 
data  in  Table  1 show  estimated  annual  cost  of  a 
measles  epidemic  in  a population  of  1,500,000 
unprotected  by  immunization.  The  projection  is 
based  on  experience  in  Rhode  Island  during 
1966. 3 The  estimate  is  conservative  since  costs  are 
not  included  for  deaths  or  institutional  care  of 
children  who  suffer  permanent  brain  damage. 
Likewise,  the  cost  is  not  estimated  for  45,000 
school  days  that  would  be  lost,  loss  of  income 
by  parents  who  must  care  for  the  ill  children, 
and  other  indirect  costs.  Inclusion  of  these  items 

FIGURE  1 

NUMBER  OF  CASES  OF  MEASLES  REPORTED  IN  ARIZONA,  1957  THROUGH  1967 


YEAR 


would  more  than  double  the  estimated  direct 
cost.  Based  on  Rhode  Island’s  experience  with 
mass  measles  programs,  the  cost  of  immunizing 
susceptible  children  was  less  than  half  the  aver- 
age annual  cost  of  measles.  An  effort  to  eradi- 
cate measles  by  protecting  susceptible  children 
is  justified  on  a financial  basis  alone. 


TABLE  1 

AVERAGE  ANNUAL  COST  OF 
MEASLES  IN  POPULATION  OF  1,500,000 


Number  of 

Approximate 

Susceptiblss  (1-12  yrs.) 

persons 

direct  costs 

75,000 

Tota  leases  of  measles 

30,000 

Treated  at  home 
Treated  in  hospital, 

29,820 

$300,000 

avg.  9.5  days) 
Immune  globulin  for 

180 

70,000 

contacts 

6,750 

Susceptibles  remaining 

45,000 

$376,750 

PATTERNS  OF  OCCURRENCE 

Periodic  increases  and  intervening  periods  of 
low  annual  incidence  are  characteristic  of  highly 
infectious  endemic  diseases  such  as  measles.  The 
frequency  of  peak  occurrences  depends  upon  ac- 
crual of  susceptible  persons  in  the  population 
and,  consequently,  are  more  frequent  and  pro- 
nounced in  populous  metropolitan  areas.  As 
shown  in  Figure  1,  the  annual  number  of  cases 
of  measles  reported  in  Arizona,  1957-1967,  var- 
ied from  year  to  year.  Periods  of  remission  were 
followed  by  increases  in  number  of  reported 
cases  with  no  evidence  of  consistent  trends  up- 

FIGURE  2 

AVERAGE  MONTHLY  NUMBER  OF  CASES  OF  MEASLES  REPORTED 
IN  ARIZONA  1956-1966 


MONTH 
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wards  or  downward  in  the  years  for  which 
records  are  available.  For  example,  the  1,593 
cases  of  measles  reported  in  1965  were  followed 
by  5,396  cases  in  1966.  These  observations  sug- 
gest that  the  low  incidence  of  1,175  cases  in 
1967  may  be  followed  by  a resurgence  of  measles 
in  196S.  To  forestall  this  probability,  as  many 
susceptible  persons  as  possible  should  be  im- 
munized against  measles.  This  must  be  accom- 
plished soon  to  have  maximum  effect  in  1968, 
since  the  majority  of  cases  are  reported  during 
the  first  half  of  the  year  (Figure  2). 

EPIDEMIOLOGICAL  BASIS  FOR 
ERADICATION 

Measles  is  ideally  suited  for  eradication.  The 
disease  is  manifested  by  a characteristic  clinical 
syndrome,  and  inapparent  infections  are  infre- 
quent. Solid  immunity  is  imparted  by  infection, 
and  second  attacks  are  quite  rare.  Since  history 
of  measles  is  a reliable  indicator  of  immunity, 
susceptible  children  can  be  found  quickly  and 
easily.  The  development  of  efficient  vaccines 
that  afford  high-grade  immunity  was  aided  by 
the  antigenic  consistency  of  the  measles  virus.* 1 2 3 4 
The  live  attenuated  measles  virus  vaccines  are 
among  the  safest  immunizing  agents  available.5 
By  early  1967,  more  than  20  million  doses  had 
been  given  in  the  United  States  without  a sig- 
nificant number  of  adverse  reactions. 

As  indicated  above,  periodic  increases  and  re- 
missions of  measles  are  determined  by  the  ratio 
between  susceptible  and  immune  persons  in  the 
population.  The  level  of  immunity  that  precludes 
transmission  depends  upon  the  size  and  density 
of  population.  It  is  recognized,  however,  that 
transmission  is  interrupted  before  the  proportion 
of  immunized  persons  approaches  100  per  cent. 
In  a study  by  Hedrich  in  Baltimore  from  1900 
to  1931,  records  were  carefully  kept  of  births 
and  cases  of  measles  to  provide  an  accurate  esti- 
mate of  the  number  of  susceptibles  at  any  time.6 
Incidence  of  measles  was  found  to  vary  from 
year  to  year  and  in  number  of  cases  occurring 
every  2 or  3 years.  However,  the  percentage  of 
susceptibles  in  the  population  varied  only 
slightly.  Before  major  increases  in  the  number 
of  cases,  the  percentage  of  susceptibles  ranged 
from  45  to  50  per  cent  and  then  fell  to  30  to  35 
per  cent.  In  other  words,  major  outbreaks  did 
not  occur  when  65  to  70  per  cent  of  the  popula- 
tion was  immune  but  did  occur  when  levels  of 
immunity  fell  below  50  to  55  per  cent.  This  is  the 


concept  of  “herd  immunity,”  which  offers  pro- 
mise that  transmission  of  measles  stops  and  eradi- 
cation is  possible  when  levels  of  immunity  are 
below  100  per  cent. 

PROGRAM  FOR  ERADICATION 
OF  MEASLES 

Recognizing  that  eradication  of  measles  is 
practical,  the  National  Communicable  Disease 
Center  established  a four  point  program  for 
measles  eradication : 

1.  routine  immunization  of  infants 

2.  immunization  of  all  susceptible  children  on 
entering  school 

3.  surveillance  of  measles  occurrence 

4.  control  of  measles  epidemics 

Infants  should  be  immunized  against  measles 
when  about  1 year  of  age.  This  practice  should  be 
incorporated  into  well  baby  care  along  with  im- 
munizations against  diphtheria,  pertussis,  tet- 
anus, polio,  and  smallpox.  Susceptible  children 
should  be  immunized  when  entering  kindergar- 
ten and  first  grade  to  protect  children  who  were 
not  immunized  earlier  and  had  not  had  measles. 

Surveillance  is  necessary  to  detect  associated 
cases  and  eliminate  spurious  reporting. 

Outbreaks  should  be  carefully  investigated  to 
insure  that  exposed  susceptibles  receive  measles 
immune  globulin  and  that  other  susceptible  chil- 
dren in  the  community  are  immunized.  This 
should  terminate  transmission  in  2 or  3 weeks. 
If  these  measures  are  taken  as  soon  as  one  or 
two  cases  are  noted  outbreaks  can  be  avoided. 
SUMMARY 

Epidemiological  data  suggest  that  incidence 
of  measles  in  Arizona  may  increase  in  1968;  how- 
ever, eradication  of  measles  is  feasible  with  ef- 
fective use  of  vaccine  and  application  of  recog- 
nized epidemiological  principles.  This  task  will 
not  be  easy  but  can  be  accomplished  with  in- 
tensive effort  of  the  medical  community.  Will 
Arizona  have  a resurgence  of  measles  in  1968? 
IT  NEED  NOT  HAPPEN.  IT  CAN  BE  PRE- 
VENTED. 
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PLANNING  FOR  COMPREHENSIVE 
PERSONAL  HEALTH  SERVICES 
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Assistant  Surgeon  General;  Director,  Bureau  of  Health  Serv- 
ices, Public  Health  Service,  DHEW,  Silver  Spring,  Maryland. 


The  Congress  has  declared  that  fulfillment  of 
our  national  purpose  depends  on  promoting  and 
assuring  the  highest  level  of  health  attainable  for 
every  person,  in  an  environment  which  contri- 
butes positively  to  the  healthful  individual  and 
family  living.  Health,  in  this  instance,  we  would 
define  according  to  the  World  Health  Organiza- 
tion — “the  highest  level  of  physical,  mental  and 
social  well-being,  not  merely  the  absence  of  dis- 
ease.” 

The  past  few  years  have  seen  the  passage  of 
landmark  legislation  in  the  field  of  health-Medi- 
care,  Medicaid,  the  Regional  Medical  Programs, 
health  manpower  training  programs,  expanded 
medical  research,  the  new  National  Center  for 
Health  Services  Research  and,  of  course,  the 
Partnership  for  Health  legislation. 

In  his  health  proposals  to  the  present  90th 
Congress,  President  Johnson  cited  four  basic 
aims: 

— “To  expand  our  knowledge  of  disease  and 
our  research  and  development  of  better  ways 
to  deliver  health  care  to  every  American; 

— “To  build  our  health  resources  by  stepped 
up  training  of  health  workers  and  by  im- 
proved planning  of  health  facilities; 

— “To  remove  barriers  to  good  medical  care 
for  those  who  most  need  care;  and 

— “To  strengthen  our  “Partnership  for  Health” 
by  encouraging  regional,  State  and  local  ef- 
forts — public  and  private  — to  develop 
comprehensive  programs  serving  all  our 
citizens.” 

In  the  Public  Health  Service,  we  look  par- 
ticularly to  the  opportunities  available  in  the 


Comprehensive  Health  Planning  and  Public 
Health  Service  Amendments  of  1966.  This  law 
calls  for  changes  in  traditional  patterns  of  or- 
ganization and  modes  of  operation.  It  under- 
scores the  development  of  the  partnership  and 
involvement  among  voluntary  and  official  local, 
State,  regional  and  national  groups  interested  in 
comprehensive  health  planning.  The  objective  of 
this  partnership  is  to  identify  the  principal  health 
problems  facing  the  people  in  the  States  and 
their  local  communities  and  to  have  the  States 
establish  truly  comprehensive  plans  for  over- 
coming or  ameliorating  the  problems.  Through 
the  planning  process  established  in  this  legisla- 
tion, Federal  grants  can  be  administered  in  a 
rational  and  organized  fashion  and  can  permit 
the  States  much  more  flexibility  in  meeting  the 
needs  of  people  in  the  States  through  the  use  of 
these  grants. 

The  general  population  is  aware  of  the  sta- 
tistics that  document  the  need  for  comprehensive 
health  care.  The  most  telling  facts  are  becoming 
almost  as  well  known  to  the  lay  public  through 
daily  reports  in  the  press  as  they  are  known  to 
us  in  the  health  professions.  Infant  mortality  is 
far  higher  than  it  need  be.  Handicaps  afflicting 
many  children  are  discovered  too  late  or  are  left 
untreated.  Grave  deficiencies  remain  in  the 
health  care  for  the  poor,  the  handicapped,  and 
the  chronically  ill.  American  men  between  the 
ages  of  45  and  54  have  a death  rate  twice  that 
of  men  of  the  same  age  in  a number  of  advanced 
countries.  We  still  search  in  vain  for  ways  to 
prevent  and  treat  many  cancers.  Many  types  of 
mental  illness,  retardation,  arthritis,  and  heart 
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disease  are  still  largely  beyond  our  control. 

The  take-off  point  to  providing  for  the  health 
care  needs  of  the  people  is  planning.  Planning 
which  has  as  its  objective  the  production  of  quan- 
tifiable, unambiguous  goals  can  result  in  new 
techniques  and  methods  of  delivery  of  services 
to  improve  our  pluralistic  health  services  system 
currently  in  use.  If  I may,  I would  like  to  illus- 
trate where  we  are  now  and  the  directions  in 
which  we  are  going. 

There  is  no  doubt  that  the  medical  care  re- 
ceived by  the  majority  of  the  American  people  is 
of  high  quality  — perhaps  the  finest  in  the 
world.  But  largely  it  is  episodic  care.  It  is  not  a 
truly  comprehensive  program  of  health  services. 

In  our  opinion,  a truly  comprehensive  program 
of  health  services  consists  of  three  basic  elements 
of  effort,  namely:  normal  development,  repair, 
and  containment. 

Normal  development  consists  of  those  efforts 
expended  to  preclude  the  occurrence  of  a dis- 
ease or  a deleterious  occurrence  as  well  as  the 
care  given  which  will  not  necessarily  be  directly 
related  to  the  prevention  of  disease  or  illness  but 
will  insure  that  the  individual  develops  normally. 
At  one  end  of  this  spectrum  is  childbirth  and  at 
the  other  is  improving  the  abilities  of  the  aged 
to  live  productively. 

Repair  involves  the  efforts  expended  in  the 
cure  of  illness  and  return  of  the  individual  to  a 
normal  state  and  function. 

Containment  is  that  care  directed  to  people 
who  can’t  be  cured  completely  of  chronic  disease, 
mental  illness,  or  conditions  of  old  age  that  will 
“contain’’  their  illness  or  disability  at  the  most 
minimal  level. 

There  is  a dynamic  relationship  among  these 
three  areas.  Normal  development  is  concerned 
with  those  efforts  directed  toward  disease  con- 
trol which  may  not  necessarily  have  eradication 
as  an  endpoint.  In  most  instances  a point  will  be 
reached  when  maximum  control  through  pre- 
vention will  be  realized  and  the  continuing 
thrust  for  a particular  health  problem  will  be- 
come identified  more  and  more  as  a “repair  ac- 
tivity” (treatment)  and  finally  a “containment  ac- 
tivity” (treatment  and  rehabilitation).  Thus,  in 
looking  at  a health  problem  in  a comprehensive 
manner  at  any  particular  point  in  time,  re- 
sources will  most  likely  be  programmed  simul- 
taneously in  each  of  the  three  activities. 

The  need  for  comprehensive  health  care  has 


been  recognized  for  a long  time.  Today  there  are 
real  opportunities  to  help  meet  this  need.  Multi- 
phasie  screening  offers  one  such  opportunity. 

— Muliiphasic  Screening  — 

Automated,  computerized  screening  for  early 
detection  of  chronic  diseases  such  as  heart  dis- 
ease, high  blood  pressure,  cancer,  diabetes,  and 
arthritis  has  captured  the  imagination  of  health 
experts  as  well  as  the  public  at  large. 

How  much  can  be  done  to  control  or  manage 
a chronic  disease  is  dependent  to  a large  extent 
upon  how  soon  after  its  onset  it  is  detected.  These 
diseases  often  begin  in  the  young  middle  years, 
during  the  thirties  and  forties.  They  develop  in- 
sidiously, at  first  showing  no  obvious  symptoms. 
When  symptoms  start  to  appear,  they  are  often 
confused  with  the  minor  aches  and  pains  of  ad- 
vancing years. 

The  real  threat  lies  in  the  fact  that  when  these 
diseases  are  permitted  to  develop  unchecked, 
they  can  be  cripplers.  The  real  hope  lies  in  the 
fact  that  much  knowledge  is  available  to  control 
these  diseases,  if  they  are  detected  and  treated 
at  an  early  stage.  Fortunately,  laboratory  tests 
and  diagnostic  procedures  are  available  which 
will  assist  the  physician  in  the  detection  of  these 
diseases  in  their  early  pre-clinical  stages. 

Let’s  consider  what  some  of  these  tests  can 
show. 

It  is  estimated  that  as  many  as  25  percent  of 
the  nation’s  adults  currently  are  afflicted  with 
heart  disease.  The  electrocardiogram  is  one  im- 
portant clinical  diagnostic  tool  to  demonstrate 
subtle  abnormalities  that  may  indicate  a develop- 
ing serious  heart  condition. 

The  chest  x-ray  is  commonly  associated  with 
testing  for  tuberculosis.  But  such  an  x-ray  is 
valuable  also  in  detection  of  lung  cancer,  and  in 
changes  in  the  size  and  shape  of  the  heart  and 
large  blood  vessels  in  the  chest  cavity,  the 
mediastinum,  and  the  bony  structure  of  the 
chest. 

Another  test  measures  changes  in  pulmonary 
function,  often  indicative  of  early  chronic  bron- 
chitis and  pulmonary  emphysema,  diseases  espe- 
cially prevalent  among  cigarette  smokers  over  45. 

The  tonometer  is  a simple  instrument  that 
quickly  indicates  abnormal  intraocular  pressure, 
the  earliest  sign  of  glaucoma  — a disease  which 
is  the  second  leading  cause  of  blindness  and  hits 
hardest  at  persons  over  40.  Blindness  caused  by 
glaucoma  usually  can  be  prevented  if  the  disease 
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is  detected  early  and  treated  promptly.  Yet  it  is 
estimated  that  there  are  well  over  a million  un- 
discovered cases  of  glaucoma  in  the  population 
today. 

Diabetes  is  another  disease  which  can  be 
identified  early  in  its  course  and  usually  con- 
trolled to  prevent  serious  complications.  Screen- 
ing for  possible  diabetes  simply  involves  testing 
of  a small  sample  of  blood.  It  is  estimated  that 
there  are  approximately  2 million  cases  of  un- 
detected diabetes  in  the  population,  primarily 
adults. 

Still  another  simple,  rapid,  and  effective  test 
is  the  Papanicolaou  smear  to  detect  cancer  of  the 
uterine  cervix.  These  cancers,  when  discovered 
before  they  become  invasive,  are  almost  always 
curable.  Yet  approximately  10,000  women  die 
each  year  of  cervical  cancer  detected  too  late. 

Automated  medical  screening  provides  a 
mechanism  by  which  self-administered  medical 
history  is  combined  with  selected  physiological 
tests  and  measurements,  and  a laboratory  pro- 
file. These  are  completed  prior  to  the  visit  to  the 
physician  and  saves  physician  time  in  establish- 
ing a diagnosis  in  determining  a state  of  well- 
ness. 

— The  New  Screening  Technology  — 

There  is  a very  significant  difference  between 
the  new  technology  we  are  talking  about  and  the 
traditional  screening  program  carried  out  in  the 
past.  Historically,  each  laboratory  test  in  a dis- 
ease detection  program  was  designed  to  assist 
the  physician  in  determining  whether  or  not  an 
individual  was  likely  to  have  a specific  disease 
process.  In  contrast,  the  health  assessment  tech- 
niques which  have  recently  been  developed  go 
several  important  steps  further.  In  addition  to 
providing  specific  tests  for  specific  diseases,  it 
is  now  possible  through  the  use  of  automated 
equipment  and  computers  to  collect  from  each 
individual  a broad  scope  of  physiologic  measure- 
ments and  pertinent  psychological  and  socio- 
logical information. 

These  data  would  aid  the  practicing  physician 
by  indicating  first  the  probability  of  the  presence 
of  one  or  more  chronic  disease  conditions  which 
the  physician  would  want  to  clarify  by  more 
definitive  diagnostic  procedures.  Secondly,  when 
health  appraisal  is  carried  out  periodically,  the 
physician  can  observe  changes  taking  place  over 
a period  of  time.  For  example,  he  is  able  to  ob- 
serve gradually  changing  blood  chemistry  levels 


or  progressive  increases  of  pressure  in  the  eye. 
These  may  provide  patterns  essential  to  the 
early  detection  of  disease  which  could  other- 
wise not  be  diagnosed  with  certainty  until  they 
become  fully  developed. 

Finally,  by  using  information  obtained  from 
the  screening  process,  the  practicing  physician 
can  establish  a health  hazard  appraisal  program 
for  his  patient. 

— Health  Hazards  Appraisal  — 

A screening  program  can  be  effective  only  to 
the  extent  that  it  includes  adequate  arrange- 
ments for  treatment  where  necessary.  It  can  help 
the  physician  to  discover  disease  in  its  early  and 
incipient  stages,  and  to  apply  appropriate  coun- 
termeasures. 

Each  person  faces  certain  definable  health 
hazards.  In  the  next  ten  years,  300  of  every  100,- 
000  white  females  aged  40  will  experience  ar- 
teriosclerotic heart  disease.  Some  350  will  suffer 
carcinoma  of  the  breast.  But  people  are  indi- 
viduals; there  is  no  such  person  as  the  average 
40-year-old  white  female. 

A health  hazards  appraisal  program,  hooked 
to  multiphasic  screening,  will  enable  the  physi- 
cian to  consider  the  risks  to  each  individual 
patient,  whether  the  patient  is  asymptomatic, 
whether  he  has  incipient  disease,  whether  he  has 
overt  disease,  or  whether  he  has  a combination 
of  all  three  categories.  The  physician  can  show 
his  40-year-old  female  patient  who  smokes  two 
packs  of  cigarettes  a day,  who  is  20  to  30  pounds 
overweight,  who  takes  little  or  no  exercise,  that 
she  can  reduce  her  individual  risks  of  arterio- 
sclerotic heart  disease  by  eight  to  nine  percent,  if 
she  will  stop  smoking,  reduce  her  weight  and  ex- 
ercise. Self  examination,  and  an  annual  physical 
can  result  in  a significant  survival  advantage  for 
this  same  patient  with  respect  to  breast  carci- 
noma. 

A health  hazards  appraisal  program  can  help 
the  physician  who  knows  his  patient’s  prognostic 
characteristics  to  reduce  the  mortality  risks  of 
that  patient,  and  multiphasic  screening  can  help 
him  to  know  more  about  his  patient. 

Multiphasic  screening  of  the  asymptomatic  or 
“well”  population  offers  the  opportunity  for  early 
detection  of  disease,  for  establishing  a baseline 
health  information  pattern  on  the  individual,  for 
a study  of  the  natural  history  of  disease,  de- 
velopment of  a health  hazard  appraisal  program 
that  makes  the  patient  an  active  participant  in 
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the  achievement  and  preservation  of  good  health, 
for  health  education,  and  for  a way  of  getting 
people  into  the  mainstream  of  medical  resources 
systems  to  minimize  the  disabling  effects  of  dis- 
ease and  constrain  the  cost  of  health  care. 

The  partnership  for  health  is  organized  in  the 
pursuit  of  excellence  in  our  health  care  systems. 
We  have  achieved  in  this  nation  excellence  in  the 
provision  of  episodic  care.  But  episodic  care 
leaves  a void  when  you  consider  the  comprehen- 
sive health  care  needs  of  the  people  and  the 
overlapping  responsibilities  of  the  profession,  the 
community,  and  the  people. 

— Comprehensive  Health  Planning  — 

Traditionally  we  have  planned  or  expressed 
our  program  needs  in  terms  of  resources  and  not 
in  terms  of  the  functions  necessary  to  meet  these 
needs  and  what  we  intend  to  accomplish.  This 
practice  has  been  justified  on  the  basis  that  there 
is  a direct  known  relationship  between  resources 
and  needs  and,  therefore,  in  planning  for  re- 
sources we  plan  for  needs.  In  fact,  such  a rela- 
tionship is  seldom  so  simple.  There  are  usually 
many  alternative  resource  combinations  which 
can  be  used  to  provide  a specific  function  which 
in  turn  is  necessary  to  satisfy  a need. 

Furthermore,  the  relationships  between  re- 
sources and  needs  change  with  each  advance  in 
technology.  This  technological  advance  is  sig- 
nificant. There  were  68,415  new  patents  issued 
in  1966,  900  of  which  related  strictly  to  the  prac- 
tice of  medicine.  Each  advance  in  equipment, 
procedure,  or  knowledge  necessitates  a review  of 
functions  and  a determination  of  the  best  re- 
source combination  to  perform  it. 

The  first  hazard  of  the  traditional  system  is 
that  planning  in  terms  of  resources  rather  than 
objectives  and  functions  perpetuates  resource 
patterns  and  closes  the  door  to  constructive 
change.  Functions  are  assumed  and  planning  be- 
comes restricted  to  resource  justifications.  The 
resource  category  becomes  the  key  concept 
rather  than  the  function  to  be  performed.  The 
resource  becomes  the  well  defined  entity  or  ele- 
ment upon  which  the  strategy  and  problem  solu- 
tion is  constructed  rather  than  upon  the  ob- 
jective to  be  met. 

It  has  been  incorrectly  assumed  that  resource 
oriented  planning  is  faster  and  more  accurate. 
Moreover,  more  often  than  not,  it  represents 
more  expensive  ways  of  doing  the  same  thing. 
For  example,  computer  capabilities  might  be 


used  for  storing  more  and  more  meaningless 
data,  in  a resource  oriented  process,  rather  than 
providing  precise  and  timely  information  to  im- 
prove services,  in  a function  oriented  process. 

The  second  hazard  in  the  traditional  approach 
is  that  resource  oriented  planning  is  very  slow 
to  respond  to  health  problems.  Health  problems 
and  their  related  needs  for  health  services  are 
intuitively  and  mistakenly  viewed  as  resource  de- 
ficiencies. This  mistake  quickly  leads  to  the  dis- 
astrous confusion  of  cost  with  effectiveness. 

It  is  essential  to  define  the  health  mission  in 
terms  of  what  needs  to  be  done,  to  analyze  al- 
ternatives, and  to  make  choices  with  respect  to 
benefits  and  costs.  We  are  judged,  after  all,  in 
our  requests  for  resources  primarily  on  the  basis 
of  this  analysis  and  only  secondarily  upon  the 
basis  of  costs  alone. 

Typically,  agencies  and  organizations  can 
benefit  by  the  adoption  of  a systematized  ap- 
proach to  planning.  Many  do  not  now  consider 
their  programs  in  the  light  of  overall  community, 
State,  or  national  health  problems,  or  make 
meaningful  comparison  between  alternative  pro- 
grams or  alternative  ways  of  carrying  out  pro- 
grams. The  tendency  is  to  select  and  justify  pro- 
grams on  the  basis  of  intuition  or  tradition. 

To  perform  under  the  new  parameters  there 
is  an  acute  need  for  an  entirely  new  management 
system  which  encompasses  and  includes  an  in- 
formation system  that  will  make  this  type  of  pro- 
gram development,  program  review,  and  de- 
cision-making process  possible.  We  must  look  at 
community  health  programs  in  terms  of  prospec- 
tive medicine,  patient  flow  and  resource  flow, 
and  the  information  flow  necessary  to  make  the 
other  two  possible. 

It  is  clear  that  improvement  in  the  Nation's 
health  status  cannot  be  secured  by  the  frag- 
mented efforts  of  separate  agencies  or  communi- 
ties, or  by  the  efforts  of  a few  segments  of  the 
population  planning  and  working  alone.  The  con- 
ditions necessary  for  people  to  be  physically  and 
mentally  able  to  contribute  constructively  and 
productively  to  their  own  maintenance  and  wel- 
fare, and  to  that  of  their  families,  their  communi- 
ties, and  the  Nation  are  inextricably  interwoven 
into  the  total  fabric  of  society. 

Comprehensive  planning,  by  its  very  nature,  in- 
volves all  institutions  and  organizations  which 
contribute  in  any  fashion  to  the  provision  of 
health  services  or  their  appropriate  utilization. 
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The  actual  and  potential  capabilities  of  each 
must  be  considered  in  relation  to  overall  health 
objectives.  Such  planning  thus  considers  the 
capabilities  and  contributions  of  non-health 
agencies  and  organizations  and  systems  which 
are  nonetheless  essential  to  effective  health  ser- 
vices delivery. 

In  the  Bureau  of  Health  Services  a technique 
for  comprehensive  health  planning  has  been  de- 
veloped which  I want  to  describe  to  you.  While 
this  is  not  the  only  approach  to  health  planning, 
it  has  proven  effective  in  actual  application  to 
on-going  comprehensive  community  health  pro- 
grams and  includes  those  elements  which  are 
basic  to  any  planning  methodology.  I would  like, 
therefore,  to  list  the  nine  steps  which  we  have 
found  of  practical,  demonstrated  value  and  which 
we  believe  constitute  elements  essential  to  com- 
prehensive health  planning.  They  are  as  follows: 

Step  1.  Determination  of  Community  Health 
Status 

The  identification  of  community  ‘‘status”  in 
terms  of  major  problem  areas  facing  the  com- 
munity is  the  logical  beginning  point.  This  place- 
ment of  health  in  context  with  all  other  commu- 
nity problems  permits  the  identification  of  health 
“status”  in  terms  of  major  health  programs. 

Health  problems,  along  with  community  so- 
cial problems,  can  all  be  defined  as  situations  or 
conditions  involving  people,  which  have  a cur- 
rent or  potential  adverse  effect  on  their  total 
well-being.  Formulas  for  computing  the  serious- 
ness of  these  health  problems  have  been  used  in 
some  areas.  These  “Health  Problem  Indices”  not 
only  set  out  clearly  what  the  community’s  health 
problems  are,  but  how  great  they  are  and  where 
they  are.  This  kind  of  knowledge  is  essential  to 
implementing  each  of  the  following  steps. 

Step  2.  Establishment  of  Ultimate  Health  Goals 
for  the  Community 

Knowing  the  nature  and  extent  of  the  problem, 
the  decision  must  be  made  as  to  how  much 
change  the  community  wants  to  bring  about  in 
the  health  area.  The  health  goal  should  be  mea- 
surable, but  need  not  have  a time  limit  for  ac- 
complishment and  does  not  have  to  be  limited  by 
the  current  availability  of  resources  or  the  exist- 
ing state  of  knowledge.  It  is  intended  to  provide 
a direction  for  community  effort,  to  establish  the 
framework  within  which  to  set  and  subsequently 
evaluate  operational  health  objectives  and  health 
programs.  An  example  of  such  a health  goal 


might  be  to  reduce  a health  problem  index  to 
the  level  of  that  of  the  general  population. 

Step  3.  Assessment  of  Community  Attitudes, 
Value  Systems,  and  Resources  as  they 
Affect  Health 

Successful  programs  to  attain  health  goals  in- 
volve not  only  effective  provision  of  health  ser- 
vices but  responsible  utilization  of  these  services 
by  their  potential  beneficiaries.  Each  of  these, 
in  turn,  require  decisions  and  actions  by  those 
who  control  the  availabilty  of  resources.  There- 
fore, an  understanding  of  the  social,  psycholog- 
ical, and  cultural  characteristics  of  the  people 
who  control  health  resources,  those  who  deliver 
health  services,  and  those  who  are  the  recipients 
of  health  services  and  an  understanding  of  the  in- 
fluence of  patterns  of  behavior  concerning  health 
are  critical  to  both  the  successful  development 
and  successful  implementation  of  health  pro- 
grams. 

Step  4.  Analysis  of  Health  Problems 

The  health  problems  must  be  broken  down 
into  their  immediate  medical  and  social  causes 
and  factors.  The  quantification  of  prevalence  and 
distribution  of  health  problems  was  discussed  in 
Step  1.  Here  the  quantification  needed  is  the  ex- 
tent of  the  influence  of  the  cause  on  the  problem 
and  the  contributing  factor  on  the  cause.  Quanti- 
fication methods  become  less  reliable  as  we  move 
from  problem  to  cause  to  contributing  factor,  and 
particularly  when  we  consider  cultural  and  psy- 
chological factors,  but  they  cannot  safely  be  ig- 
nored. The  existence  of  the  relationship,  quanti- 
fiable or  not,  must  be  explicit  and  attempts  made 
to  cope  with  it. 

Step  5.  Development  of  Alternative  Plans  of  Ac- 
tion to  Eliminate  or  Modify  the  Health 
Problems 

Health  problems  are  amenable  to  attack  by  a 
variety  of  operating  strategies  by  a variety  of 
agencies,  once  the  underlying  factors  are  iden- 
tified and  understood. 

Plans  of  action  describe  the  kinds  and  amounts 
of  action  that  will  be  taken  in  an  effort  to  modify 
or  eliminate  the  specific  factors  contributing  to 
the  causes  of  the  problems.  They  specify  what 
is  to  be  done,  where,  when,  and  how  often,  and 
for  whose  benefit;  they  provide  for  a way  to 
measure  effort  and  accomplishment;  and  they 
specify  times  for  completing  various  stages  of 
progress.  During  die  development  of  the  plan 
of  action,  the  kinds  and  amounts  of  resources 
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necessary  to  implement  it  must  be  identified. 
Step  6.  Development  of  Cost-Benefit  and  Cost- 
Effectiveness  Studies 

Cost-benefit  analysis  is  a scientific  approach 
to  determining  for  a series  of  alternatives 
the  plan  or  combination  of  plans  which  will 
produce  the  best  results  with  the  most  pru- 
dent use  of  resources.  This  step  is  carried  out 
concurrently  with  and  is  an  extension  of  Step  5. 

In  order  to  perform  these  cost-benefit  studies, 
benefits  to  be  realized  must  be  expressed  in  a 
quantitative  fashion;  resources  required  per  unit 
of  benefit  to  be  realized  must  be  determined 
( cost-benefit  ratio ) ; and  comparison  of  cost- 
benefit  ratios  must  be  made  to  select  the  most 
economic  plan  for  meeting  the  health  problem. 
Performance  budgeting  and  accounting  help  pro- 
vide such  information  and  thus  pave  the  way  for 
cost-benefit  analysis. 

Step  7.  Establishment  of  Comprehensive  Health 
Objectives  and  Plans  of  Action  (Program 
Package) 

On  the  basis  of  the  cost-benefit  analysis  of 
alternative  plans  of  action,  it  now  becomes  pos- 
sible to  develop  the  comprehensive  health  ob- 
jectives and  to  detail  program  plans  and  pro- 
gram objectives  on  a short  and  long  range  basis. 
The  establishment  of  objectives  and  plans  of 
action  is  commonly  referred  to  as  the  develop- 
ment of  the  PROGRAM  PACKAGE 

The  objectives  take  the  form  of  statements  of 
situations  or  conditions  of  people  which  are  to 
be  obtained  or  maintained  as  a means  of  achiev- 
ing an  overall  goal  and  are  specified  in  terms 
of  reduction  of  a health  problem  to  a specified 
degree  in  a specified  period  of  time. 

These  plans  cannot  be  limited  to  a single  year 
time  span.  The  detailing  of  anticipated  program 
actions  over  a more  protracted  period  of  time  ( 5 
years  or  longer)  provides  a much  more  prac- 
tical base  for  broad  program  development.  This 
type  of  extended  planning  yields  a solid  foun- 
dation for  the  initial  year  plan  but  allows  for 
adjustments  during  succeeding  years  for  unfore- 
seen or  unforeseeable  conditions. 

Step  8.  Analysis  of  All  Program  Areas,  Including 
Cost-Benefit  and  Cost  Effectiveness  Stu- 
dies, to  Assure  a Balanced  and  Inte- 
grated Plan 

The  use  of  the  planning-programming-buclget- 
ing  system  makes  it  possible  for  comprehensive 
planning  agencies  to  evaluate  all  community 


health  programs  on  a common  basis.  This  will 
permit  program  trade-offs  (based  on  cost-bene- 
fit and  cost-effectiveness  studies ) that  will  result 
in  an  integrated  community  program  designed 
to  effect  the  greatest  impact  upon  established 
goals  and  objectives.  The  state  of  development 
of  the  planning-programming-budgeting  system 
at  the  present  time  still  requires  us  to  make  use 
of  combined  objectives  and  subjective  measures 
but  the  future  holds  promise  of  more  refinements 
in  the  objective  area  to  assist  in  making  program 
judgments. 

Step  9.  Evaluation 

Evaluation  is  defined  as  the  process  of  deter- 
mining the  extent  to  which  predetermined  ob- 
jectives and  predetermined  levels  of  operation 
are  attained.  It  is  the  tool  management  uses  to 
insure  that  what  is  planned  actually  takes  place 
and  that  the  desired  effect  is  achieved.  It  is  not, 
however,  as  is  commonly  thought,  an  end  process 
in  the  planning  cycle  which  permits  the  redefini- 
tion of  problem  areas  and  the  reestablishment 
of  objectives  based  on  past  experience.  Evalua- 
tion should  be  inherent  in  all  stages  of  program 
planning  and  program  implementation. 

Evaluation  is  a feedback  mechanism  that  con- 
stantly provides  the  necessary  information  for  the 
appraisal  of  any  phase  of  the  process,  permitting 
through  adjustments  in  the  operation  a wise  al- 
liance with  circumstances. 

Specifically,  Public  Law  89-749,  the  Compre- 
hensive Health  Planning  and  Public  Health  Serv- 
ice Amendments  of  1966,  establishes  mechanisms 
for  comprehensive  areawide  and  Statewide  plan- 
ning, training  of  planners,  and  evaluation  and 
development  efforts  to  improve  the  planning  art. 
Public  Law  89-239,  the  Heart  Disease,  Cancer, 
and  Stroke  Amendments  of  1965,  authorizes 
grants  to  assist  in  the  planning,  establishment, 
and  operation  of  regional  medical  programs  to 
facilitate  the  wider  availability  of  the  latest  ad- 
vances in  care  of  patients  afflicted  with  heart 
disease,  cancer,  stroke,  and  related  diseases.  Pub- 
lic Law  89-239  has  been  in  operation  for  about 
a year.  Public  Law  89-749  is  now  being  imple- 
mented. 

The  purposes  of  Public  Law  89-749,  described 
in  Section  2(b)  are:  to  establish  “comprehen- 
sive planning  for  health  services,  health  man- 
power, and  health  facilities"  essential  "at  even- 
level  of  government;"  to  strengthen  “the  leader- 
ship and  capacities  of  State  health  agencies;” 
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and  to  broaden  and  make  more  flexible  Federal 
“support  of  health  services  provided  people  in 
their  communities.” 

The  process  for  achieving  this  purpose  is  to 
establish  regional  cooperative  arrangements 
among  science,  education,  and  service  resources 
for  health  care  . . for  research  and  training 
( including  continuing  education ) and  for  re- 
lated demonstrations  of  patient  care  in  the  fields 
of  heart  disease,  cancer,  stroke,  and  related  dis- 
eases . . .”  (Section  (a)). 

This  law  focuses  on  the  cooperative  involve- 
ment of  university  medical  centers,  hospitals, 
practicing  physicians,  other  health  professions, 
and  voluntary  and  official  health  agencies  in 
seeking  ways  to  build  effective  linkages  between 
the  development  of  new  knowledge  and  its  ap- 
plication to  the  problems  of  patients.  The  law 
provides  flexible  mechanisms  which  emphasize 
the  exercise  of  initiative  and  responsibility  at 
the  regonal  level  in  identfying  problems  and  op- 
portunties  in  seeking  these  objectives  and  in 
developing  specific  action  steps  to  overcome  the 
problems  and  exploit  the  opportunities. 

The  Public  Health  Service  sees  Public  Law 
89-239  and  Public  Law  89-749  as  serving  the 
common  goal  of  improved  health  care  for  the 
American  people  along  with  other  Public  Health 
Service  and  non-Public  Health  Service  grant 
programs,  such  as  community  mental  health  cen- 
ters, migrant  health  programs,  air  pollution  con- 
trol, programs  for  the  training  of  health  man- 
power, the  neighborhood  health  centers  under 
the  Office  of  Economic  Opportunity,  the  medi- 
cal programs  of  the  Children’s  Bureau,  and  State 
and  local  health  programs.  In  the  States  and 
communities,  Public  Law  89-749  will  provide 
a vehicle  for  effective  interaction  among  these 
programs,  recognizing  as  it  does  that  the  diver- 
sity of  the  various  States  and  areas  of  the  Na- 
tion is  considerable,  and  that  the  specific  rela- 
tionships between  and  among  programs  will  have 
to  be  worked  out  at  these  levels  rather  than 
through  a specific  Federal  mandate. 

The  planning  resources  created  at  the  State 
and  local  level  under  Public  Law  89-749  are  ex- 
pected to  afford  valuable  assistance  in  the 
achievement  of  the  objectives  of  Public  Law 
89-239,  other  programs  of  the  Public  Health 
Service,  and  other  health  endeavors  in  each  of 
the  States.  Public  Law  89-749  provides,  how- 
ever, no  authority  for  these  planning  resources 


to  impose  their  conclusions  or  recommendations 
on  any  other  programs,  Federal  or  non-Federal, 
except  for  activities  carried  out  under  Section 
(d)  and  parts  of  Section  (e)  of  the  law  which 
must  be  in  accordance  with  the  comprehensive 
State  health  plan  developed  by  the  State  com- 
prehensive health  planning  agency.  The  Public 
Health  Service  intends  to  stimulate  effective  in- 
teraction among  these  programs  while  recogniz- 
ing the  diversity  of  the  various  States  and  areas 
of  the  Nation. 

Both  Public  Law  89-239  and  Public  Law  89- 
749  provide  flexible  instruments  for  establishing 
productive  relationships  between  these  and  other 
programs.  The  maintenance  of  this  flexibility  in 
the  administration  of  the  grant  programs  will 
permit  each  State  and  region  to  design  and  de- 
velop a relationship  that  is  appropriate  for  its 
particular  circumstances.  Both  programs  call  for 
a close  private-public  partnership.  Both  pro- 
grams must  place  dependence  on  imaginative, 
reasonable  local  approaches  to  cooperation  and 
coordination.  Both  programs  recognize  that  they 
can  only  achieve  their  full  potential  by  the  close 
and  complete  involvement  of  other  components 
of  the  health  endeavor.  A vital  partnership  must 
be  developed  between  the  Federal  Government, 
the  universities,  local  and  state  government,  the 
voluntary  health  interests  and  individuals  and 
organizations  designed  to  develop  creative  ac- 
tion for  health. 

The  Congress  recognized  the  relationship  of 
comprehensive  health  planning  to  other  plan- 
ning activities.  The  Report  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare  (#1655, 
September  29,  1966,  to  accompany  S.3008 ) 
stated : 

“The  comprehensive  planning  of  the  State 
health  planning  agency  with  the  advice  of  the 
council  would  complement  and  build  on  such 
specialized  planning  as  that  of  the  regional 
medical  program  and  the  Hill-Burton  program, 
but  would  not  replace  them  . . .” 

“The  State  health  planning  agency  provides 
the  mechanism  through  which  individual  spe- 
cialized planning  efforts  can  be  coordinated 
and  related  to  each  other.  The  agency  will  also 
serve  as  the  focal  point  within  the  State  for 
relating  comprehensive  health  plans  to  plan- 
ning in  areas  outside  the  field  of  health,  such 
as  urban  redevelopment,  public  housing,  and 
so  forth.” 
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The  need  for  careful  community  health  serv- 
ices planning  is  more  urgent  than  ever  before  in 
our  history.  For  example,  on  the  basis  of  evi- 
dence now  available,  the  cost  of  modernizing  or 
replacing  the  Nation’s  obsolete  hospitals  and 
nursing  homes  over  the  next  decade  will  be  ap- 
proximately ten  to  eleven  billion  dollars.  Right 
now  272,000  hospital  beds  require  modernization. 
Some  66,500  new  beds  are  needed  to  keep  pace 
with  the  population  growth.  The  need  for  new 
and  modernized  nursing  homes  — long  term  care 
facilities  — is  just  as  critical.  The  current  esti- 
mate of  need  is  for  almost  318,000  new  or  mod- 
ernized beds. 

The  assurance  of  efficient  health  care  — with 
services  available  when  needed  but  without  a 
disproportionate  number  of  empty  hospital  beds 
and  duplication  of  services  — requires  planning 
and  decisions  that  are  responsive  to  the  com- 
munity’s needs.  Unnecessary  facilities  and  serv- 
ices add  to  the  cost  of  hospital  care  for  all  pa- 
tients. It  has  been  estimated  that  the  cost  of 
maintaining  an  empty  bed  amounts  to  about 
three-fourths  that  of  an  occupied  bed.  Important 
savings  can  result  from  studying  the  community’s 
needs  and  planning  the  expansion  of  facilities 
in  response  to  these  needs. 

Studies  have  shown  that  in  some  areas  a dup- 
lication of  medical  facilities  and  services  exist 
while  in  other  areas  there  are  serious  gaps.  The 
need  for  areawide  community  planning  of  all 
health  facilities  cannot  be  overstressed. 

It  is  no  longer  possible  to  effectively  plan 
for  one  community  without  considering  the  pro- 
grams and  facilities  available  in  neighboring 
communities.  And  the  day  is  not  too  far  away 
when  artificial  barriers  will  no  longer  be  a limit- 
ing factor  in  the  development  of  plans  which 
best  serve  the  Nation  as  a whole.  Communities 
must  look  to  the  future  and  plan  flexible  facilities 
to  meet  changing  needs.  They  should  develop 
cooperative  arrangements  to  assure  that  commun- 


ity resources  are  used  to  promote  quality  care 
with  the  most  efficiency  and  economy. 

The  effects  or  benefits  of  comprehensive 
health  planning  in  terms  of  national  goals  in 
health  to  which  all  of  us  are  committed  are  un- 
questionably fraught  with  problems  which  must 
be  recognized  and  dealt  with  in  planning  and 
health  program  development.  Included  among 
these  are  rising  costs,  fragmentation  of  services 
and  a lack  of  medical  manpower.  Looked  upon 
as  opportunities  to  improve  and  strengthen 
health  care  systems  and  pursued  as  such,  they 
can  provide  a basis  for  the  attainment  of  the 
Nation’s  health  goals  while  considering  their 
social  and  economic  implications. 

The  problems  facing  the  Nation’s  health  in- 
dustry today  are  tremendous.  There  is  a surge 
of  public  interest  in  the  deficiencies  of  our  cur- 
rent health  care  systems.  This  has  not  resulted 
from  some  planned  effort  to  criticize.  It  has  re- 
sulted in  part  from  the  spectacular  progress  in 
research,  in  public  health,  and  in  the  state  of 
the  medical  art.  The  recent  public  literature, 
press,  and  television  coverage  in  matters  of  health 
care  have  focused  on  the  unfinished  business  of 
bringing  further  gains  to  the  people,  effectively 
and  at  the  least  possible  cost. 

While  each  part  of  our  systems  of  organizing, 
delivering,  and  financing  health  services  is  at- 
tempting to  do  the  best  job  it  can,  no  part  can 
ignore  the  questions,  “Are  there  better  ways? 
Are  changes  necessary?”  For  the  fact  of  the  mat- 
ter is,  there  are  better  ways  and  changes  are 
necessary. 

In  our  opinion,  the  health  partnership,  work- 
ing together  from  the  planning  stage  through  the 
developmental  and  delivery  stages,  can  effective- 
ly meet  public  needs  and  demands  in  the  field 
of  health.  The  rational  and  orderly  input  of  all 
of  the  partners  is  necessary  in  order  to  do  the 
job  that  needs  to  be  done,  and  this  can  be  ac- 
complished best  through  coordinated  comprehen- 
sive community  planning. 
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ON  THE  GENESIS  OF  PUBLIC  HEALTH:  ONE  FACET  OF  PENTATEUCHAL 


MATERIA  MEDICA 


PART  II 

Harvey  Rosenstock,  M.D. 

THIS  IS  THE  CONCLUSION  OF  AN  ARTICLE 
STARTING  ON  PAGE  401  OF  THE  APRIL,  1968 
ISSUE  OF  ARIZONA  MEDICINE 

Dr.  C.  Raimer  Smith,  in  his  review  of  the 
medicinal  aspects  of  Scripture,  credits  the  He- 
brews for  the  early  discovery  and  observance  of 
the  laws  of  personal  hygiene  and  preventive 
medicine:13 

( 1 ) Circumcision  was  an  integral  part  of  the 
Covenant  with  Abraham.  As  it  is  written  in  Gen- 
esis 17:14,  “This  is  My  covenant,  which  ye  shall 
keep,  between  Me  and  you  and  thy  seed  after 
thee;  Every  man  child  among  you  shall  be  cir- 
cumcised. The  recognition  by  medical  science 
of  this  hygienic  measure  is  well  known.  Discuss- 
ing the  pathology  of  the  male  genital  system, 
Dr.  Robbins  in  his  textbook  on  general  pathology 
notes  that  the  ritual  of  circumcision  as  practiced 
by  the  Hebrews  during  the  first  two  weeks  of 
life  has  for  all  purposes  virtually  eliminated  car- 
cinoma of  the  penis.14 

( 2 ) Dietary  restrictions  as  a public  health 
measure  contributed  significantly  to  the  well- 
being of  the  Hebrews  throughout  the  genera- 
tions. The  resultant  tragedies  of  improper  hy- 
giene were  not  unknown  to  Moses.  For  sheer 
existence  in  the  Great  Wilderness  necessitated 
the  proper  procurement,  preparation,  and  inges- 


tion of  foodstuffs.  Thus  all  animal  life  was  cate- 
gorized: A beast  was  either  clean  and  fit,  i.e. 
kosher,  or  it  was  unclean  and  unfit,  i.e.  treyph. 

By  requiring  all  mammals  to  be  (a)  hoof- 
parted,  (b)  cloven-footed,  and  (c)  cud-chew- 
ers,  the  Law  eliminated  such  beasts  as  camels, 
hares,  swine,  dogs,  cats,  weasels,  mice,  and  liz- 
ards. Moreover,  defilement  was  also  caused  by 
contact  with  the  carcasses  of  these  animals.  This 
in  itself  was  responsible  for  a diminishing  inci- 
dence of  plague,  rat  bite,  fever,  leptospirosis, 
trichinosis,  ascariasis,  anthrax,  and  tularemia 
among  others. 

All  carnivorous  and  preying  birds  were  for- 
bidden. This  obviously  eliminated  ravens,  vul- 
tures, nighthawks,  etc.  Similarly,  only  fish  having 
fins  and  scales  and  which  were  noncamivorous 
were'  allowed,  regardless  of  the  immediate  cir- 
cumstances. For  further  clarification  and  depth, 
reference  is  made  to  the  eleventh  chapter  of 
Leviticus  as  well  as  to  the  fourteenth  chapter  of 
Deuteronomy. 

(3)  Disposal  of  the  dead  was  a biblical  insti- 
tution. Exposure  to  one  who  died  from  disease 
was  significantly  reduced  by  the  custom  which 
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insured  that  the  dead  were  buried  and  sealed 
away  or  that  their  bodies  immediately  trans- 
formed into  ashes. 

(4)  Fomites  required  sterilization.  For  ex- 
ample, material  captured  from  enemies  was  nec- 
essarily purified  by  fire  or  water,  as  evidenced 
by  the  instructions  of  the  priest  Eleazar  as  noted 
earlier  (Numbers  31:21-24). 

(5)  Sexual  intercourse  with  close  blood  rela- 
tives was  expressly  forbidden.  Modern  genetic 
principles  provide  formidable  evidence  for  the 
efficacy  of  this  statute. 

(6)  Tatooing  which  can  transfer  numerable 
viral  bacterial  and  fungal  pathogens  was  specif- 
ically denied  to  the  populace: 

Ye  shall  not  make  any  cuttings  in  your  flesh 

for  the  dead,  nor  imprint  any  marks  upon 

you:  I am  the  Lord. 

Leviticus  19:28 

(7)  Even  the  Decalogue  hosts  elements  re- 
lated to  public  health  measures.  From  the  Fourth 
Commandment,  for  example,  emanated  the  con- 
cept of  the  Sabbath  as  a universal  day  of  rest  — 
empirically  a precious  health  measure  in  that  it 
lends  itself  readily  to  the  conservation  of  both 
physical  and  mental  resources.  Interdicting  adul- 
tery, the  Seventh  Commandment,  can  justify  its 
existence  in  terms  of  its  potential  to  reduce  ven- 
ereal disease. 

It  is  worthy  to  note  that  the  Pentateuchal  des- 
cription of  disease  entities  is  in  no  manner  one 
hundred  percent  specific:  undoubtedly,  the  lep- 
rosy described  extensively  in  Leviticus  13  is  not 
clearly  differentiable  from  a number  of  derma- 
tological lesions.  Furthermore,  there  are  diverse 
diagnostic  ambiguities  woven  within  the  fabric 
of  the  Scriptures.  Medical-Biblical  experts  re- 
main frustrated  in  their  attempt  to  define  the 
so-called  “fiery  serpent.”  Dr.  Robert  Lewert,  pro- 
fessor of  microbiology  at  the  University  of  Chi- 
cago, suggests  that  the  etiological  agent  is  the 
nematode  Dracunculus  medinensis  which  ap- 
pears in  the  subcutaneous  tissues,  associated  with 
secondary  disfiguring  blisters.15 

Modernity  in  antiquity  is  reflected  in  the  is- 
suing of  special  health  bulletins  in  order  that 
the  Mosaic  Law  be  explicitly  known  in  times  of 
potential  health  crises.  Such  practices  as  ex- 
pectoration in  public  places  were  always  pro- 
hibited by  the  Mosaic  Code  (Leviticus  15:8). 
Contained  within  the  special  health  bulletins 


were  clearly  designated  areas  of  potential  con- 
tamination as  well  as  a specific  protocol  for  pro- 
phylactic self  purification.  Virtually  no  areas 
escaped  the  scrutiny  of  these  health  code  pro- 
visions. Even  the  mapping  of  camp  sites  was 
purposely  restricted  in  order  that  adequate  ven- 
tillation  could  be  secured,  overcrowding  could 
be  avoided  and  an  efficient  manner  for  fore- 
stalling epidemics  by  virtue  of  the  institution 
of  isolation  and  quarantine  could  be  facilitated. 
Unequivocally,  personal  hygiene  was  the  funda- 
mental basis  and  the  ultimate  goal  of  the  public 
health  measures  prescribed  by  the  Mosaic 
statutes. 

One  of  the  most  noteworthy  aspects  of  the 
Code  pertained  to  those  statutes  which  outlined 
property  rights  incident  to  water  access  privil- 
eges. Interestingly,  those  laws  which  were  de- 
signed to  guarantee  a hygienically  safe  and  ade- 
quate water  supply  for  the  hoi  polloi  often  re- 
sulted in  legal  enigmas  of  a magnitude  and  a 
duration  not  unlike  the  California-Arizona  man- 
euvers for  Colorado  River  rights. 

The  Bible  regards  water  sources  in  many  func- 
tionally different  lights.  Some  were  designated 
as  symbols  of  justice  for  mitigating  grievances 
such  as  the  Aijn  Mishpot  (Well  of  Judgment); 
others  were  designated  as  waters  of  purification 
according  to  Levitic  law.  Water  was  also  regard- 
ed under  the  Mosaic  Code  as  a disinfecting  solu- 
tion, an  integral  part  of  ritualistic  purification 
Washing  of  all  extremities  was  specifically  set 
forth  by  the  Law  as  a prophylactic  measure.  In 
addition,  specific  lesions  demanded  specific 
treatment.  As  illustrative  of  this  consider  the  fol- 
lowing as  given  in  Leviticus  15:11-13. 

And  whomsoever  he  that  hath  the  issue 
toucheth,  without  having  rinsed  his  hands 
in  water,  he  shall  wash  his  clothes,  and  bathe 
himself  in  water,  and  be  unclean  until  the 
even.  And  the  earthen  vessel,  which  he  that 
hath  the  issue  toucheth,  shall  be  broken; 
and  every  vessel  of  wood  shall  be  rinsed  in 
water.  And  when  he  that  hath  an  issue  is 
cleansed  of  his  issue,  then  he  shall  number 
to  himself  seven  days  for  his  cleansing,  and 
wash  his  clothes;  and  he  shall  bathe  his  flesh 
in  running  water,  and  shall  be  clean. 

Health  statutes  provided  for  an  obligatory  ritual 
of  garment  washing  and  bathing  in  running  wa- 
ter for  seven  days  following  the  cessation  of  a 
urethal  discharge. 

Hygienic  baptism  with  total  body  immersion 
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in  a specifically  constructed  ritual  bath  (or  run- 
ning stream)  known  even  today  as  the  Mikvah 
was  cogently  prescribed  by  Mosaic  Law: 

(1)  Following  cure  of  contagious  skin  lesions. 
(Leviticus  22:4-6). 

(2)  Menstruating  women.  (Leviticus  19:27; 
Numbers  31:23). 

(3)  For  those  afflicted  with  or  contaminated 
by  someone  with  urethral  discharge.  (Le- 
viticus 15:5-10,  16-18). 

(4)  Priestly  consecration  and  purifications  as 
for  the  Day  of  Atonement.  (Exodus  29:4, 
40:12;  Leviticus  16:24-28). 

(5)  Levitic  consecration.  (Leviticus;  and  also 
Numbers  8:5-8). 

(6)  Following  leprosy.  (Leviticus  14:8-10). 

(7)  Eating  an  animal  which  died  of  itself  or 
which  had  been  killed  outside  of  and  in 
flagrant  violation  of  Kosher  ritual.  (Levi- 
ticus 17:15). 

( 8 ) Coming  in  intimate  contact  with  a corpse 
or  touching  a grave.  (Numbers  19:19). 

It  is  significant  that  the  purification  of  a Levite 
or  a Leper  were  identical.  This  specifically  in- 
cluded garment  washing  because  of  skin  con- 
tact; shaving  of  all  hair  in  order  that  retention 
of  infected  material  be  minimized;  total  body 
immersion  for  the  removal  of  this  infected  ma- 
terial; and  isolation  for  seven  successive  days 
before  returning  to  camp  as  another  means  of 
primary  prevention  (Leviticus  14:10). 

Transcending  the  centuries,  the  custom  of 
complete  body  immersion  persists  today  in  Ortho- 
dox Judaism,  wherein  the  Mikvah  attendance 
is  required  in  the  following  situations  in  part: 

( 1 ) Before  marriage  by  the  bride. 

(2)  After  menses. 

(3)  On  Friday  afternoon  for  the  purification 
of  the  Sabbath. 

(4)  On  afternoons  preceding  holidays  for  the 
sake  again  of  purification. 

To  expound  upon  the  nature  of  many  terms 
the  Torah  text  employs  for  different  types  of 
water  sources  is  beyond  the  scope  of  this  paper. 
Suffice  it  to  state  that  they  are  intimately  in- 
volved with  the  life  patterns  of  the  Pentateuchal 
protagonists  and  their  progeny  — and  constitutes 
a fascinating  study  in  and  of  itself. 

In  the  interest  of  public  health  and  in  order 
to  overcome  the  not  uncommon  obstacle  of  wa- 
ter pollution,  Moses  is  credited  with  a remark- 
able engineering  feat.  For  when  the  Children  of 


Israel  were  only  three  days  en  route  to  the  Prom- 
ised Land  from  their  Egyptian  emancipation 
they  came  upon  the  unpalatable  waters  of 
Marah.  In  the  Biblical  tradition  Moses  resolved 
their  dilemma  by  casting  a tree  into  the  bitter 
waters  which  subsequently  became  sweet  (Exo- 
dus 15:25). 

Brim  reviews  the  credibility  of  Moses’  accom- 
plishment.16 The  presence  of  concentrated  min- 
eral salts  was  held  responsible  for  the  offensive 
taste,  the  concentration  being  the  ultimate  re- 
sult of  the  evaporation  of  pooled  water.  The  prin- 
ciple employed  to  remedy  the  situation  was  a 
pragmatic  one.  By  drawing  off  the  bitter  water, 
one  can  reach  the  unpolluted,  palatable  water 
springing  up  from  the  deeper  layers  of  the  sand 
below.  By  thrusting  hollowed  staves  into  the 
deeper  sands  of  Marah,  Moses  along  with  the 
tribal  leaders  was  able  to  replenish  the  impov- 
erished water  store  with  sufficient  “sweet”  water. 

At  Rephidim  the  Children  of  Israel  were  ac- 
costed with  an  even  more  catastrophic  problem 
relative  to  water  requirements:  There  was  no 
water  whatsoever  — bitter  or  otherwise.  So  ac- 
cording to  the  Scripture  Moses  strikes  a rock 
and  water  comes  forth.  Is  there  a plausible  ex- 
planation for  this  feat?  Some  hold  that  the  rod 
used  by  Moses  was  made  of  a stone  called  lapis- 
lazuli  (Rashi  Exodus  17:6),  a sapphire-like  min- 
eral — ( sodium-aluminum-sulphosilicate ) which 
penetrated  the  rock  sufficiently  to  allow  water 
to  spring  forth  from  its  virgin  crevices.17 

Thus  water  was  employed  for  legion  objec- 
tives, including  washing  and  cleansing;  ritual; 
purification;  disinfecting  clothes,  vessels  and 
other  fomites;  metabolic  requirements;  and  es- 
thetic purposes. 

Sewage  disposal  did  not  constitute  a crucial 
problem  for  a wandering,  nomadic  people  in 
the  same  way  that  it  does  for  today’s  metro- 
polises; however,  this  is  not  to  say  that  the 
Mosaic  Health  Codes  were  entirely  deficient  in 
this  area.  For  provisions  were  made  for  the  dis- 
posal of  excreta  well  beyond  the  limits  of  the 
camp.  Covering  of  excreta  ( Kisisso  ess  Tzayo- 
secho)  at  a designated  site  was  held  in  strict 
regulation.  As  is  written  in  Deuteronomy  (Deu- 
teronomy 23:14),  “And  thou  shalt  have  a paddle 
among  thy  weapons;  and  it  shall  be,  when  thou 
sittest  down  abroad,  thou  shalt  dig  therewith, 
and  shalt  turn  back  and  cover  that  which  cometh 
from  thee.” 
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It  is  most  interesting  that  the  cardinal  prin- 
ciples of  water  purification  as  stressed  by  the 
Department  of  Public  Health  at  the  University 
of  Oregon  Medical  School  revolve  about  natural 
or  artificial  aeration  of  water  — allegedly  a rather 
modern  concept.  Yet  paradoxically,  this  modern 
concept  finds  its  analog  in  those  running  streams 
and  natural  waterfalls  which  the  Mosaic  Health 
Codes  designated  to  be  clean,  i.e.,  uncontam- 
inated. 

Finally,  the  utilization  of  public  health  prin- 
ciples as  weapons  of  war  must  also  be  acknowl- 
edged to  be  of  Scriptural  origin. 

Reared  in  Egypt  Moses  was  cognizant  of  the 
fact  that  the  Egyptians  virtually  worshiped  the 
Nile;  knowing  also  that  the  origin  of  the  Nile 
was  thought  to  be  the  blood  of  the  god  Osinis, 
Moses  was  able,  by  polluting  the  waters  of 
Egypt,  to  attack  not  only  the  Egyptian  diety, 
but  the  actual  lifeblood  of  the  people. 

The  plagued  Egyptians  could  neither  drink 
nor  work  for  seven  days.  The  fish  died.  The 
frogs  were  forced  inland  from  their  normal  eco- 
logical habitats.  In  this  unified  concept  of  the 
Ten  Plagues  one  sees  with  a dying  multitude  of 
frogs  on  the  land  an  organic  nucleus  of  decom- 
position tantamount  to  an  ideal  breeding  place 
for  a multiplicity  of  organisms.  Thus  it  is  rather 
unremarkable  that  an  extraordinarily  extensive 
infestation  of  flies  and  vermin  should  ensue,  only 
serving  to  further  compound  the  misery  of  the 
people  and  their  beasts  of  burden.  Untold  epi- 
demics of  a gastrointestinal  nature  were  com- 
monplace. The  whole  atmosphere  was  laden  with 
pathogens.  Now  the  hail  storm  further  aggra- 
vated the  situation  by  not  only  inflicting  exten- 
sive physical  damage,  but  by  even  further  trans- 
porting these  pathogens  to  the  length  and  breadh 
of  the  land  of  Egypt. 

What  crops  the  hail  left  the  locusts  devoured. 
“.  . . and  there  remained  not  any  green  thing 
through  all  the  land  of  Egypt.'’  (Exodus  10:15). 
Even  the  lasting  darkness  can  be  explained  on 
physical  factors.  Brim  refers  to  Driver’s  Notes 
on  Exodus,  Cambridge  Bible,  wherein  the  plague 
of  darkness  was  considered  a consequence  of  a 
sandstorm  produced  by  the  Hamsin,  an  elec- 
trical wind.18 

The  final  and  tenth  plague  of  death  then  is 
regarded  as  a natural  consequence.  Prepared 
for  the  ultimate  climax,  the  Israelites  under  the 


leadership  of  Moses  proclaimed  their  emancipa- 
tion and  embarked  on  their  forty  year  journey 
to  the  Promised  Land  — a solemn  hour  forever 
cherished  in  the  literature  of  the  Pentateuch  as 
the  Great  Exodus. 

Summarily,  primary  prevention  has  been  dem- 
onstrated to  constitute  the  central  theme  of  the 
Mosaic  Code.  This  prophylactic  orientation  in 
contradistinction  to  the  therapeutic  orientation  of 
twentieth  century  medicine  is  well  illustrated 
by  Exodus  15:26. 

“And  He  said:  ‘If  thou  wilt  diligently  harken 
to  the  voice  of  the  Lord  thy  God  and  wilt 
do  that  which  is  right  in  His  eyes,  and  wilt 
give  ear  to  His  commandments,  and  keep 
all  His  statutes,  I will  put  none  of  the  dis- 
eases upon  thee,  which  I have  put  upon  the 
Egyptians;  for  I am  the  Lord  that  healeth 
thee.’  ” 

And  as  to  the  efficacy  of  the  health  measures 
instituted,  there  is  no  contention.  To  the  pro- 
moters of  the  Mosaic  Code  were  the  blessings 
for  a more  healthy,  vibrant  life  — and  to  then- 
descendants  the  grandest  prize:  that  totipoten- 
tial  nucleus  from  which  a new  science  with  the 
promise  to  enrich  and  extend  the  useful  lives  of 
millions  — Public  Health. 
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ARTHUR  V.  DUDLEY,  JR.,  M.D. 

PRESIDENT 


As  I did  in  my  inaugural  address,  I wish  to 
repeat  through  these  pages  the  pledge  that  I 
made  to  this  Association:  “I  pledge  to  each  mem- 
ber of  this  Association  my  wholehearted  effort 
in  his  behalf.  I will  be  as  close  as  the  telephone 
to  every  member  and  will,  to  the  best  of  my 
ability,  represent  you  well.”  Many  members  have 
the  mistaken  notion  they  have  no  representa- 
tion within  this  Association.  May  I remind  you 
that  your  District  Directors  are  your  direct  rep- 
resentatives. They  are  the  men  to  see  or  seek  out 
when  you  have  any  problems,  comments  or  rec- 
ommendations relative  to  the  State  Association. 


In  an  attempt  to  maintain  good  liaison  between 
the  membership  and  ArMA,  the  county  society 
presidents  will  be  invited  to  each  Board  of  Di- 
rectors meeting.  By  encouraging  your  president 
to  attend,  your  county  society  can  have  a very 
direct  liaison  with  the  State  Association. 

Arthur  V.  Dudley,  Jr.,  M D. 

President 
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EDITORIALS 


IN  RETROSPECT 


Prologue  . . . 

1968  marks  the  anniversary  of  two  relatively 
unimportant  events  — the  sixty-fifth  since  1 was 
born  and  the  fortieth  in  the  practice  of  medicine. 
During  this  latter  forty  years  great  medical 
progress  has  been  made.  It  seems  to  me  that  a 
little  story  has  enough  points  of  similarity  to  this 
epoch,  to  be  quoted.  An  airliner  was  cruising 
over  Mexico  when  a voice  of  mixed  American- 
Mexican  accent  came  over  the  loud  speaker. 
“This  is  your  Captain.  I have  good  and  bad  news 
for  you.  The  bad  news  first  — we  are  lost!  The 
good  news  — we  are  making  very  good  time.” 
The  bad  news  . . . 

The  general  practitioner,  formerly  the  back- 
bone of  the  profession,  has  become  a disease 
broker  with  an  inferiority  complex.  In  the  opin- 
ion of  his  peers  he  is  now  a cross  between  an 
osteopath  and  a complete  idiot.  The  specialist, 
who  in  the  beginning  of  this  forty  year  era,  was 
an  occasional  consultant,  now  rules  the  field. 
The  field  being  Public  Health,  the  Hospitals  and 
the  Medical  Societies.  The  GP  is  handled  much 
as  an  impoverished  relative  who  is  treated  with 
condescension.  The  hospitals  which  we  used  to 
consider  the  doctor’s  workshop,  are  now  becom- 
ing the  dominant  center  for  group  practice  un- 
der the  authority  of  an  uneasy  alliance  between 
the  specialist  hierarchy  and  a semi-professional 
bureaucracy. 

The  general  practitioner,  because  of  the  ascen- 
dency of  specialization,  has  become  indecisive 
and  afraid  of  responsibility.  The  AAGP,  which 
has  praiseworthy  goals,  is  whistling  in  the  dark. 

The  public  image  of  our  profession  has 
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changed  from  admiration  for  a kind  and  semi- 
altruistic,  hard  working,  understanding  group  to 
one  of  suspicion.  Money  grabbers,  impersonal 
scientific  machines,  arrogant  cliques  — are  some 
of  the  epithets  applied  by  the  laity.  Professional 
ethics  have  so  loose  an  interpretation  as  to  be 
almost  extinct. 

In  the  earlier  days  of  my  practice,  I was  an 
avid  reader  of  medical  literature  and  pursued 
an  incredible  amount  of  postgraduate  study. 
Lately  this  effort  has  become  unrewarding,  ex- 
cept for  personal  satisfaction. 

The  good  news  . . . 

During  this  time  amazing  progress  has  been 
made  in  medication,  surgical  technique  and 
understanding  of  normal  and  pathological  proc- 
esses. We  have  increased  life  expectancy  to  a 
much  higher  average  but  this,  1 suspect,  is  due 
mostly  to  our  Research  and  Public  Health  com- 
ponents. The  mass  of  scientific  knowledge  has 
become  so  vast  as  to  be  unassimulatable  by  one 
individual  or  one  group.  The  medical  profes- 
sion is  justly  proud  of  its  accomplishments.  Out- 
side of  war  and  other  inherent  imbecilities,  the 
future  of  homo  sapiens  looks  bright.  Misanthropy 
and  misogyny  are  tempting  concepts  to  enter- 
tain at  this  time  but  not,  of  course,  for  one  of 
the  medical  profession. 

Epilogue  . . . 

A bibliography  has  been  omitted  because  of 
the  paucity  of  pertinent  material  in  our  own 
ranks  and  the  abundancy  and  confusion  of  non- 
professional literature.  However,  concrete  ex- 
amples can  be  furnished  at  my  convenience  to 
substantiate  any  allegations  herein  contained. 
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Daniel  W.  Capps 
Administrator 
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HOSPITAL  ADMINISTRATION 
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Among  the  non-academic  personnel  that  are 
critical  to  the  successful  establishment  of  our 
educational  program,  none  is  any  more  impor- 
tant than  the  administrator  of  the  teaching  hos- 
pital. This  position  and  its  responsibilities  are 
especially  sensitive  because  of  the  unique  role 
that  we  assign  to  it  in  a university-owned  hos- 
pital when  compared  with  that  in  almost  any 
other  hospital.  For  example,  the  traditional  com- 
munity hospital  meets  a physician  and  patient- 
oriented  need,  while  the  university  hospital 
meets  a student  and  educational  need.  Yet,  these 
educational  needs  cannot  be  allowed  to  over- 
shadow the  requirements  of  patient  care  because 
the  best  possible  patient  care  is  the  foundation 
on  which  undergraduate  and  resident  education 
depends.  The  balance  is  quite  delicate. 

One  gains  some  additional  insight  into  the 
sensitivity  of  this  problem  by  considering  the 
framework  within  which  we  ask  the  university 
hospital  administrator  to  work.  Although  he  is 
held  accountable  for  the  same  fiscal  and  super- 
visory responsibility  as  the  administrator  of  any 
other  hospital,  we  also  ask  that  he  provide  a hos- 
pital environment  that  will  sustain  educational 
programs  in  the  health  sciences  that  are  so  broad 
in  their  coverage  that  they  may  encompass  the 
post-high  school,  vocational  student  at  one  ex- 
treme, and  sixth  year  resident  at  the  other.  And 
all  of  this  without  seeming  to  exert  the  equiva- 
lent of  veto  power  over  department  heads  in  the 
medical  school,  and  sometimes  in  schools  of 
nursing  and  pharmacy  as  well. 

There  isn’t  any  clear-cut  way  in  which  the 
success  of  this  assignment  can  be  assured.  Rather, 
success  ultimately  depends  upon  people.  In  our 
setting,  we’ve  made  a special  effort  to  attract  to 
our  campus  people  with  a high  level  of  inter- 
personal compatibility  in  order  to  avoid  some 
of  the  problems  that  have  appeared  in  other  aca- 
demic settings.  Thus  far,  we  feel  that  we’ve  been 
rewarded  with  our  choices  and  now  that  we’ve 
reached  the  point  at  which  we  need  to  bring  in  a 
hospital  administrator  we  made  an  “extra”  ef- 
fort to  identify  someone  who  could  help  us 
through  this  tricky  area  witli  skill  and  finesse. 
We  think  we’ve  been  very  fortunate  in  this  in- 
stance and  we  are  eager  to  introduce  him  to  you. 


Daniel  W.  Capps  was  born  in  Kentucky.  His 
high  school  education  was  completed  in  Massa- 
chusetts and  he  earned  his  degree,  in  Business 
Administration,  from  Berea  College  in  Kentucky. 
He  then  served  with  the  U.  S.  Marines  as  a 
Commissioned  Officer.  In  1953  he  entered  the 
Southern  Regional  Training  Program  in  Public 
Administration,  a joint  program  of  the  Universi- 
ties of  Alabama,  Tennessee,  and  Kentucky.  One 
year  later  he  accepted  the  position  as  Organiza- 
tion and  Methods  Examiner  for  the  Departments 
of  Revenue  and  Welfare  of  the  Commonwealth 
of  Kentucky.  Next,  he  moved  into  the  field  of 
city  management  and  served  as  Assistant  to  the 
City  Manager  in  Lexington,  Kentucky  for  three 
years. 

Mr.  Capps  made  the  transition  to  hospital  ad- 
ministration in  1959  by  accepting  responsibility 
as  Assistant  Administrator  of  the  new  University 
Hospital  at  the  developing  medical  school  on  the 
campus  of  the  University  of  Kentucky  in  Lex- 
ington. During  his  tenure  there  he  earned  a Mas- 
ters Degree  in  Political  Science  and,  after  an- 
other year,  entered  the  Graduate  Program  in 
Hospital  Administration  at  the  Fhhversity  of  Chi- 
cago from  which  he  received  the  M.B.A.  Degree 
in  1964.  He  returned  to  the  hospital  at  the  Uni- 
versity of  Kentucky  until  1966  when  he  was  ask- 
ed to  accept  more  senior  responsibility  as  Asso- 
ciate Administrator  of  the  University  Hospital, 
University  of  Washington  School  of  Medicine  in 
Seattle. 

Mr.  Capps  is  married  and  has  three  boys.  His 
departure  from  the  University  of  Washington 
has  apparently  been  greeted  with  sadness;  but 
this  has  been  countered  by  the  good  cheer  that 
we  feel  on  the  occasion  of  his  move  to  Tucson. 
Indeed,  his  arrival  here  constitutes  an  impor- 
tant landmark  for  the  medical  school  inasmuch 
as  it  now  permits  us  to  get  on  with  the  remainder 
of  the  planning  and  development  for  the  clinical 
facilities  that  are  necessary  for  the  completion 
of  our  programs. 
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The  first  issuing  of  medical  licenses  in  Ari- 
zona was  in  1903.  Leading  up  to  this  event  are 
many  interesting  and  not  generally  known  facts 
concerning  doctors  who  were  at  that  time  prac- 
ticing medicine  in  Arizona. 

The  early  editions  of  The  Medical  Register  and 
Directory  of  the  United  States  provides  many 
reasons  for  not  issuing  licenses  prior  to  the  above 
date  and  to  anyone  interested  in  the  early  doctors 
of  Arizona  it  makes  for  fascinating  reading.  Be- 
sides naming  the  physicians  practicing  at  the 
time  of  the  report  it  also  gives  a breakdown  of 
the  inhabitants  into  groups—  “Native,  Foreign, 
Chinese  and  Indian.”  The  reason  for  this  is  any- 
one’s guess  but  one  thing  for  certain  the  Indian 
population  decreased  with  every  issue  of  the 
Directory. 

Every  issue  included  a glorified  description  of 
Arizona  including  such  items  as  “After  a pro- 
tracted and  bloody  struggle,  the  Apache  has 
been  conquered  forever,  and  it  is  no  idle  state- 
ment that  life  and  property  are  as  safe  in  Ari- 
zona as  in  any  of  the  Eastern  states,”1  and  “The 
mines  of  Arizona  may  be  called  its  bone  and 
sinew,  and  the  territory  is  one  vast  network  of 
veins  and  ledges.  Gold,  silver  and  copper  are 
found  in  their  native  state  and  also  in  many  rich 


combinations.  Coal,  salt,  marble,  antimony,  tel- 
lurium and  alabastine  abound,  and  petroleum  has 
been  struck  near  the  Apache  coal  fields.”2 

The  Directory  for  the  year  1877  listed  22  physi- 
cians with  just  one  doctor’s  education  noted,  Dr. 
James  McCandless.3  He  was  the  first  doctor  in 
Prescott  and  a graduate  of  Jefferson  Medical 
College  ( 1863 ) . He  started  practicing  in  Arizona 
one  hundred  and  one  years  ago  ( 1867 ) and  con- 
tinued practicting  until  a short  while  before  his 
death  in  1904. 4 Incidentally  I have  heard  reports 
that  there  were,  before  1877,  people  who  traveled 
from  Globe  to  Prescott  to  be  treated  by  Dr.  Mc- 
Candless. 

By  1886,  the  Directory  listed  the  education  and 
year  the  physicians  graduated  and  included  an 
asterisk  beside  any  physician’s  name  where  proof 
of  his  having  graduated  could  not  be  located.  In 
fairness  to  a few  of  these  doctors  some  medical 
schools  that  had  been  in  existence  before  the 
Civil  War  were  closed  and  their  records  de- 
stroyed. A few  of  these  doctors  were  self-edu- 
cated and  just  did  not  talk  about  their  lack  of  a 
medical  degree.  In  the  Medical  and  Surgical  Di- 
rectory of  1893  one  such  man  whose  education 
was  not  noted  was  William  M.  Rudd.5  He  was  a 
civil  war  veteran  and  self-educated— medically 


ARIZONA  MEDICINE 


DR.  McCANDLESS  DR.  RUDD  DR.  LOONEY 


speaking,  that  is.  In  1864,  he  practiced  in  Ar- 
kansas and,  in  1876,  he  started  practicing  in 
Springerville.6  In  1893  Springerville’s  population 
was  500,  and  he  was  the  only  person  registered 
in  that  vicinity  as  practicing  medicine.7  He 
served  his  community  well  and  was  much  loved 
by  its  inhabitants.  In  1903,  it  was  discovered  that 
Dr.  Rudd,  at  the  age  of  76,  had  practiced  medi- 
cine for  at  least  39  years  without  graduating 
from  a medical  school.  Out  of  the  goodness  of 
the  medical  examiner’s  heart,  or  because  he  had 
done  a beautiful  job  of  educating  himself  or  be- 
cause it  was  a hot  day,  or  because  of  a clause  in 
the  fine  print  of  the  Arizona  Medical  Laws,  he 
was  issued  License  Number  56. 8 

Due  to  lack  of  finances,  poor  health,  or  an 
eagerness  to  start  practicing  medicine,  some 
young  men  before  1903  would  obtain  a portion  of 
their  medical  education  and  spend  their  summers 
or  a year  or  two  practicing  in  a state  where  the 
registering  of  medical  diplomas  was  not  de- 
manded. The  states  of  Arizona,  Texas,  Oklahoma, 
Utah,  Nevada  and  Washington  were  some  of  the 
last  states  where  this  sort  of  thing  occurred.  This 
means  of  obtaining  tuition  was  a financial  help 
to  the  student.  It  also  benefited  the  inhabitants 
of  the  community  where  the  student  resided  be- 


cause without  these  ambitious  young  men  the 
citizens  were  minus  medical  aid  of  any  type.  One 
of  the  first  men  to  practice  medicine  in  McCabe 
needed  an  additional  year  to  obtain  his  medical 
degree.9  He  accomplished  this  in  1898  by  grad- 
uating from  Vanderbilt  Medical  College.10  He  re- 
turned to  McCabe  and  continued  practicing  there 
until  he  moved  to  Prescott  in  1905.* 1  11  In  1909  he 
became  President  of  the  Arizona  Medical  Asso- 
ciation. In  1912  he  was  Superintendent  of  the 
Arizona  Board  of  Health.  No  doubt  he  will  al- 
ways be  spoken  of  with  more  than  ordinary  re- 
spect and  affection.  His  license  was  Number  15. 12 
His  name  was  Robert  N.  Looney,  M.D.,  F.A.C.S.13 


Mrs.  Stevens  is  the  wife  of  W.  C.  Stevens,  M.D.,  Kearny,  Arizona 
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CORRESPONDENCE 


March  13  1968 

The  Editor 
Arizona  Medicine 
Scottsdale,  Arizona  85251 
Dear  Sir: 

The  following  is  a part  of  the  proceedings 
of  the  Mental  Health  Sub-committee  of  the 
ArMA,  meeting  on  Dec.  10,  1967,  and  reported 
in  the  March  1968  Arizona  Medicine: 

“It  was  regularly  moved  and  unanimously  car- 
ried that  the  Professional  Committee,  as  a mat- 
ter of  principle,  recommend  to  the  Board  of 
Directors  that  ArMA  base  its  recommendation 
for  approval  on  any  proposed  medical  legisla- 
tion that  alters  the  current  structure  that  either 
it  effects  integration  of  statewide  medical  plan- 
ning and  services  at  the  lowest  possible  political 
entity  or  minimally  is  clearly  piecemeal  legisla- 
tion in  the  direction  of  the  goal  of  statewide 
integration  of  medical  planning  and  services  pri- 
marily under  the  direction  of  a qualified  physi- 
cian.” 

Does  anyone  know  what  all  this  means?  Inside 
this  flabby,  formless  verbiage,  is  there  a lean, 
terse  message  struggling  to  get  out? 

Or  is  it  bafflegab  all  the  way  through? 

Yours  faithfully, 

Michael  F.  Cleary,  M.D. 


February  2,  1968 

Roland  F.  Schoen,  M.D. 

Editor,  Arizona  Medicine 
4601  North  Scottsdale  Road,  Suite  201 
Scottsdale,  Arizona  85251 
Dear  Dr.  Schoen: 

Thank  you  for  your  recent  letter  concerning 
the  proposed  change  in  regulations  of  the  In- 
ternal Revenue  Service  relating  to  advertising 
revenues  of  publications  issued  by  non-profit 
organizations. 

This  same  question  came  up  during  debate 
recently  on  the  postal  rate  bill.  I have  come  to 
the  conclusion  that  it  is  unjust  to  give  a compe- 
titive advantage  to  one  group  of  publications 
over  another,  either  in  postal  rates  or  in  the 
taxation  of  revenues.  I can  see  no  reason  why 


one  group  of  publications  should  be  able  to 
charge  lower  rates,  for  example,  simply  because 
their  sponsoring  organizations  are  non-profit 
and  enjoy  tax-exempt  status.  If  non-profit  organi- 
zations are  going  to  go  into  the  market  place 
and  compete  against  tax-paying  organizations,  I 
believe  they  should  carry  the  same  tax  burden 
on  their  revenues  as  their  competitors. 

I might  say  that  I was  the  author  of  the  amend- 
ment to  the  postal  rate  bill  establishing  this  prin- 
ciple in  the  postal  service.  Under  the  circum- 
stances I do  not  intend  to  support  any  bill  aimed 
at  blocking  steps  by  the  Internal  Revenue  Serv- 
ice to  implement  already  existing  law  in  this  area. 
I happen  to  believe  that  IRS  should  have  carried 
out  Congressional  intent  in  this  regard  long  ago. 

In  conclusion  I might  say  that  I regret  hav- 
ing to  differ  with  you  on  this  matter,  but  I 
frankly  feel  that,  with  proper  rate  adjustments, 
publications  such  as  yours  will  continue  to  pros- 
per in  spite  of  the  imposition  of  what  is,  for  you, 
a new  tax. 

Sincerely, 

Morris  K.  Udall 

United  States  House  of  Representatives 


TofightTB- 
f ind  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


ARIZONA  MEDICAL  PRACTICE 
ACT  AMENDMENTS 


The  amendments  to  the  Arizona  medical  prac- 
tice act,  enacted  by  the  Second  Regular  Session 
of  the  Twenty-eighth  Arizona  Legislature,  were 
signed  by  the  Honorable  Jack  Williams,  Gov- 
ernor, on  March  19,  1968,  and  will  become  law 
on  June  20,  1968.  These  amendments,  while  not 
lowering  the  standards  required  of  all  licentiates, 
do  liberalize  the  provisions  of  obtaining  such  li- 
cense. 

The  most  important  of  the  amendments  are  set 
forth  as  follows  for  your  information. 

1.  Arizona  basic  science  has  been  abolished. 

2.  Full  citizenship  is  no  longer  required.  An 
applicant  diligently  pursuing  U.  S.  citizenship 
is  now  acceptable. 

3.  Applicants  who  were  graduates  of  Canadian 
schools  of  medicine  which  were  approved  by  the 
Council  on  Medical  Education  of  the  AMA  or 
the  Association  of  American  Medical  Colleges 
at  the  time  of  graduation,  are  now  eligible  for 
consideration  for  reciprocity  endorsement  as  of- 
fered to  graduates  of  approved  U.  S.  schools. 

4.  Full  reciprocity  endorsement  is  offered  to 
graduates  of  approved  medical  schools,  when  the 
application  is  based  on  current  licensure  by  writ- 
ten examination  in  another  state,  district  or  ter- 
ritory of  the  United  States  or  the  National  Board 
of  Medical  Examiners,  and  if  such  license  was 
received  in  the  fifteen  ( 15)  years  next  preceding 
his  application  in  Arizona. 

5.  Partial  reciprocity  and  an  oral  examination 
is  offered  to  graduates  of  approved  medical 
schools,  when  the  application  is  based  on  cur- 
rent licensure  by  written  examination  in  another 
state,  district  or  territory  of  the  United  States  or 
the  National  Board  of  Medical  Examiners,  when 
such  license  was  received  more  than  fifteen  ( 15 ) 
years  next  preceding  his  application  in  Arizona. 

6.  Written  examination  in  Arizona  is  offered 
to  ANY  foreign  graduate  who  meet  all  other  sta- 
tutory requirements,  and  is  offered  to  graduates 


of  approved  United  States  schools  if  they  prefer 
that  method  of  licensure. 

7.  The  Board  of  Medical  Examiners  may  ap- 
point ANY  LICENSED  ACTIVE  MEMBER  of 
the  Arizona  Medical  Association  to  act  in  its 
behalf  as  a COMMISSIONER  ON  EXAMINA- 
TIONS to  conduct  any  of  its  examinations  and 
any  such  commissioner  will  be  compensated  as 
if  he  were  a member  of  the  Board. 

IMPORTANT  NOTE:  When  called  upon  by 
the  Board  to  act  as  its  Commissioner  on  Exam- 
inations, it  is  the  PROFESSIONAL  and  MORAL 
responsibility  of  each  member  so  designated  to 
accept  the  assignment. 

8.  The  statutory  reregistration  fee  has  been 
changed  to  a UNIFORM  FEE  for  all  licentiates 
and  will  be  established  annually  to  provide  ade- 
quate funds  for  the  Board’s  operations.  The  fee 
may  not  be  more  than  $25.00,  nor  less  than  $5.00, 
annually. 

9.  Disciplinary  amendments  provide  that  the 
Board  may  institute  investigations  on  its  own 
motion. 

The  1968-69  issue  of  the  annual  Medical  Direc- 
tory which  will  be  published  on  or  about  August 
15,  1968,  and  ONE  COPY  of  which  will  be 
mailed  to  your  address  of  record,  will  contain 
the  entire  MEDICAL  PRACTICE  ACT  together 
with  the  Rules  and  Regulations  of  the  Board. 
READ  IT!!! 

In  the  event  you  have  question  of  any  nature 
your  communications  will  receive  immediate  at- 
tention if  addressed  to: 

THE  BOARD  OF  MEDICAL  EXAMINERS 

STATE  OF  ARIZONA 

P.  O.  DRAWER  1709 

SCOTTSDALE,  ARIZONA  85252 

(Telephone  (602)  946-3420) 
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The  excitement  of  San  Francisco’s  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 

SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 
AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  BROOKS  HALL 
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WILLIAM  O.  CUMMINGS,  BOX  ■ 


CLIP  HERE 

KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 

Date 


Name_ 


_M.D.  Sex_ 


.Date  of  Birth- 


Address City State Zip 

Net  Income  From  Your  Practice  $ $ $ 

For  1 966  For  1 965  For  1 964 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business? 

NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 

Employees,  If  Any:  Date  of  Date  Full  or 

Name  Sex  Birth  Employed  Salary  Part  Time 
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He  isn’t  burdened 
by  his  hypertension 
or  his  therapy. . . 


Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
; sedative  effect  of  Butisol  (butabarbital). 

Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure1 ...  at  times  below  the  levels 
attained  with  previous  therapy2;  (2)  “striking”  im- 


provement in  such  symptoms  as  headache,  nervous- 
ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility.  Are 
there  any  hypertensives  in  your  practice  who  might 
find  life  a little  pleasanter  on  Butiserpazide? 


'I  Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
| in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
^ should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
jcaution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
meonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Precau- 
tions: z7z/Z/5<7/  (butabarbital)  — Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or 
depression.  Hydrochlorothiazide — U\ ay  induce  electrolyte  imbalance;  when  used 
with  digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  in- 
sufficiency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  only  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  -Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  General—  Reduce  concomitant  antihypertensives  by  at  least 
50%,  and  exercise  caution  in  coronary  artery  disease.  Adverse  Reactions: 
Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps,  nausea,  palpi- 
tation, superficial  skin  bruises,  headache,  dehydration,  skin  rash,  “hangover,” 
Psystemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia,  photosensitiv- 
ity, pancreatitis,  jaundice,  xanthopsia,  purpura,  thrombocytopenia,  leukopenia, 


agranulocytosis,  aplastic  anemia,  anorexia,  gastric  irritation,  abdominal  cramp- 
ing, constipation,  glycosuria,  vertigo,  cutaneous  vasculitis,  orthostatic  hypo- 
tension (potentiated  by  alcohol,  barbiturates,  or  narcotics),  increased  salivation 
and  gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina-like 
syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  nervousness,  para- 
doxical anxiety,  rarely  atypical  Parkinsonian  syndrome,  central  nervous  system 
sensitization  (manifested  by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy),  dryness  of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  de- 
creased libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50: 
1 tablet  daily  or  b.i.d.  Before  prescribing  or  administering,  see  package  insert. 
References:  1.  Johnson,  H.  J.,  Jr.:  Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.: 
Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide-25 

Prestabs®:|:  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide:50 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 

tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  of  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 


ARIZONA  MEDICINE 


JUDGE  ANTIBIOTIC  OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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.Ivui  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuokahoe,  N.Y. 
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The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection. ..automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


siemens  Ultratherm  608 


For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street,  Phoenix,  Arizona  85008,  Phone:  (602)  275-7088 


LOST  THE  BATTLE 
OF  WATERLOO  BECAUSE 
HE  WAS  TOO  FAT! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  “ IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT.  " 

SOURCE:  JAMA  1QE-.es  (OCT.S)  1963. 


PdOP^according  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
„ „ VERY  ANXIOUS  OR  DEPRESSED."*  THE  AMBAR  FORMULA 

THE  BOOK  PRAY  YOUR  WEIGHT  AWAY  URGES  READERS  TO  PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 

"ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE " FOR  15  MINUTES  A DAY.  MOOD  AND  PHENOBARBITAL  TO  HELP  REDUCE  ANXIETY. 

source:  rev.  cm  shedd:  new  yorr  lippincotz  me.  * source : archives  of  general  psychiatry  e. 26  (jure  /963). 

:ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR  #2 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


)ne  Ambar  Extentab  before  breakfast  can 
lelp  control  most  patients’  appetite  for  up  I ['A/7  I 'T"]1  I \ T3  Q! 
o 12  hours.  Methamphetamine,  the  appe-  X_a/\.  X X_;  n X/1.J3  k3 
ite  suppressant,  gently  elevates  mood  and 
lelps  overcome  dieting  frustrations.  Pheno- 
'arbital,  the  sedative  in  Ambar,  controls  irritability  and 
nxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
lity. Both  work  together  to  ease  the  tensions  that  erode 
he  willpower  during  periods  of  dieting. 

Hso  available:  Ambar  #1  Extentabs®— methamphetamine 
iydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
iig:  may  be  habit  forming). 


BRIEF  SUMMARY/Indieations:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company. 

RICHMOND,  VA.  23220  /I  n /UDIIIIJ 


...but  her  other  symptoms: 

anxiety,  lass  af  interest,  anorexia; 
psychomotor  retardation 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVILHC 

AMITRIPTYLINE  HC 

Indications:  Mental  depression  and  mild  anxiety  accompan) 
ing  depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re 
tention.  Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  thi 
first  few  days  of  therapy.  Patients  should  be  warned  agains 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiet 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone 
a phenothiazine  tranquilizer  may  be  given  concomitantly 
Suicide  is  always  a possibility  in  mental  depression  and  ma\ 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitan 
electroshock  therapy.  Untoward  reactions  have  been  reportec 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono 
amine  oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  o: 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visua  ; 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun  : 
dice;  agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 1 
depressant  activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lacr 
of  response  sometimes  occurs.  Response  to  medication  will  | 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managec 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  ana 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injectic 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  w ■ 
package  or  available  on  request. 

& MERCK  SHARP  &D0HME  Division  of  Merck  & Co..  Inc. West  Point  Pa 


WHERE  TODAY’S  THEORY  IS  TOMORROW’S  THERAPV 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 

Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 

Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 

In  bacterial/allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
— prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 

Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 

Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 

Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood  - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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See  for  yourself 
the  professional 
MED  AC 
Billing  and  i 

Bookkeeping  Service 


IT  S A “PERSONAL  TOUCH”  SERVICE  THAT  YOU  CONTROL! 


All  records  stay  in  your  office  at  all  times ! 

Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

sjc  Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-2718  Burt  Becker  624-8711 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 
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Picture  of 
low  back  pain 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 

Parafon  Forte  tablets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Sup  [died:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al. : Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al.:  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U.S.  PATENT  NO.  2,899,67? 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL 


do  not  sprea 
or  penetrate 
readily. 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion—or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difRcult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylen 
glycol  has  inherent  anti- 
microbial activity. 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


smetically 

eptable 

exposed  areas. 

propylene  glycol  vehicle 
/nalar  Solution  possesses 
y useful  cosmetic  properties, 
r and  greaseless,  it  is 
ticky  or  messy,  will  not 
i clothing  or  skin. 

>posed  areas  of  the  body 
■e  cosmetic  appeal  is 
>rtant,  Synalar  Solution 
l/s  nothing  but  results. 

)nomical-a  little 
is  a long  way. 

iuse  of  the  properties 
opylene  glycol  and  the 
gram  potency  of 
:inolone  acetonide,  a small 
iitity  of  Synalar  Solution 
a long  way.  Also,  the 
cription  price  of  a 20  cc. 
tic  squeeze  bottle  of 
liar  Solution  is  surprisingly 
Thus,  your  patients  obtain 
omy  with  the  proved 
acy  of  a potent,  truly 
Imced  topical  corticosteroid. 


Contraindications : Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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O *1®T7  • J • ® 

oerpasu-bsidnx 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 


CIBA  Pharmaceutical  Company,  Summit,  N.J.  C I B A 
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Income  Protection  Program 
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101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 


Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hotsier,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D, 
PSYCHIATRY 
Murray  Urie,  M.D. 


PLASTIC  B RECONSTRUCTIVE  SURGERY  GENERAL  SURGERY 

Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946*9091 


Utedical  Center  OC-^a^  and  Clinical  Xahraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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When  the  emotionally  impaired  patient  pays  an  office  call... 


She  asks  for  your  help, 
but  just  can’t  seem 
to  follow  through 
on  your  advice. 


When  not  at  your  office, 
she’s  constantly 
on  the  phone:  can’t  sleep, 


She  often  seeks  a 
physical  explanation 
for  her  distressing 
emotional  state. 


She’s  excessively 
apprehensive; 
demands  much  more  of 
your  nurse’s  attention. 


headache,  G.l.  upset 


In  moderate  to  severe  anxiety . . . 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contactwith  environment, closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.dL  ^ 


Before  prescribing,  see  package  insert  for  full  product  information. 


68- 115 


» 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardit 
arrhythmias  have  occurred  in  hyp., 
thyroid  patients  and  in  patients  re.i 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regimei 
Imipramine  may  block  the  pharm, 
cologic  activity  of  guanethidine  a 
other  related  adrenergic  neuron- 1< 
blocking  agents. 

The  drug  is  not  recommended  at  » 
present  time  in  patients  under  12 
of  age. 

Adverse  Reactions:  Dryness  of  th< 
mouth,  tachycardia,  constipation, .a 
turbances  of  accommodation,  sw< 
ing,  dizziness,  weight  gain,  urinar 
frequency  or  retention,  nausea  an 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  su 
symptoms  as  hallucinations  and  d 
orientation),  activation  of  psychos 
schizophrenics  and  agitation  (incliW 

■ 


When 
a milestone  in  life 

is  marred 
by  depression... 


ypomanic  and  manic  episodes) 
h may  require  dosage  reduction 
or  addition  of  a tranquilizer  or 
)orary  discontinuation  of  the  drug, 
iptiform  seizures,  orthostatic 
itension  and  substantial  blood 
sure  fall  in  hypertensive  patients, 
ura,  transient  jaundice,  bone  mar- 
depression  including  agranulocy- 
:,  sensitization  and  skin  rash 
'Jding  photosensitization,  eosino- 
a,  and  mild  withdrawal  symptoms 
udden  discontinuation  after  pro- 
ed  treatment  with  high  doses, 
asional  hormonal  effects  (im- 
nce,  decreased  libido,  and  estro- 
c effects)  may  be  observed, 
pine-like  effects  may  be  more 
lounced  (e.g.  paralytic  ileus)  in 
i :eptible  patients  and  in  those 
g anticholinergic  agents  (includ- 
'antiparkinsonism  drugs). 

Patient  Adult  Dosage:  Initially, 
ig.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter... she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents;  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 


-i-  r — -i®  imipramine 
lOtranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


TO-5522R 


-far 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed,  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6063 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


»/  Phone  MAC 

FI  ALpin 4-2606 

er 

T$(  ALpin  2-1573 


In  Arizona  Since  1920 


FAST  FREE  DELIVERY 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


Board  eligible  general  surgeon  with  sub-spe- 
cialty certification  in  fields  of  colon-rectal  and 
peripheral  vascular  diseases  seeks  relocation  to 
western  state.  Previous  experience  in  general 
medical  field.  Interested  in  solo,  partnership  or 
group  association.  Reply  Box  68-4,  Arizona 
Medicine,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona  85251. 


LOCUMN  TENENS  AVAILABLE  JULY  AND 
AUGUST  - PREFER  NORTHERN  ARIZONA.  Con- 
tact Harold  Schilling,  M.D.,  4515  North  49th 
Place,  Phoenix,  Arizona,  85018. 
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529 


Space  vacated  by  internist  now  available  in 
new  medical  center  — northwest  location  — 
for  GP  or  internist.  Extremely  heavy  patient 
volume  reflects  20  years  successful  practice  in 
this  area.  Ultra  modern  facilities  for  lease  in- 
clude all  utilities,  janitor  service,  ample  private 
parking.  Present  tenants  include  pharmacy, 
x-ray,  lab,  dental.  333  West  Hatcher  Road, 
Phoenix.  Telephone:  944-3328. 


24-HOUR  AIR  AMBULANCE  SERVICE 


a.  l mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


To  fightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

’ (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


In  Obesity, 

anorectic  action 
with  fewer  unwanted 
side  effects 


CYDRIL® 


(levamfetamine  succinate  TUTA6) 


Cydrilat2p.m. 

# Appetite  control  at  6 

• Sleep  at  10 


Action  and  Uses:  Cydril  (levamfetamine  succinate)  is  a chemo- 
pharmaceutical  approach  to  aid  the  obstinately  obese.  Cydril  {levam- 
fetamine succinate)  provides  the  appetite  depressant  action  of  amphet- 
amines but  exhibits  fewer  unwanted  side  reactions. 

Dosage:  Adults  and  'teenagers’,  one  (1)  Cydril  (levamfetamine  suc- 
cinate) Granucap*  daily. 

Side  Effects:  Occasionally  cardiovascular  and  gastrointestinal  reactions 
may  produce  dry  mouth,  metallic  taste,  anorexia,  nausea,  diarrhea, 
headache,  chilliness,  pallor  or  flushing,  sweating,  diuresis,  and 
arrhythmias. 

Contraindications:  Cydril  (levamfetamine  succinate)  should  not  be 
used  in  the  presence  of  severe  hypertension,  angina  pectoris,  hyper- 
thyroidism, and  Raynaud's  disease. 

♦Granucap  is  the  Tutag  brand  of  sustained  release  capsule  manu- 
factured to  release  the  contents  over  a period  of  approximately  6 to 
10  hours. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

Full  product  information  available  on  request  or  see  page  1122  in 
your  1967  PDR. 


For  more  about  CYDRIL  and 
the  Cydril  Family  of  Products 
ask  the  Man  from  Tutag  (or 
your  colleagues) 


S.J.TUTAG&CO. 


ETHICAl  PHARMACEUTICALS 

, DETROIT.  MICHIGAN  48234 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1’2’3  4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6>  7- 8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


References: 

(1)  Siver,  R.  H.: 
CMD,  21: 109, 
September  1954.  (2) 
Frykman,  H.  H.:  Minn. 
Med.,  38: 19-27, 
January  1955.  (3) 
McGivney,  J.:  Tex. 
State  Jour.  Med., 

31 :16-18,  January 
1955.  (4)  Quehl, 

T.  M.:  Jour,  of  Florida 
Acad.  Gen.  Prac., 
15:15-16,  October 
1965.  (5)  Weekes, 

D.  ].:  N.Y.  State  Jour. 
Med.,  38:2612-2615, 
August  1958.  (6) 
Weekes,  D.  J.:  EENT 
Digest,  25:41-59, 
December  1963.  (7) 
Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  & 
EIosp.  Dental  Serv., 
310-312,  July  1961. 

(8)  Rapoport,  L.  and 
Levine,  W.  I.:  Oral 
Surg.,  Oral  Med.  & 
Oral  Path.,  20:591-593, 
November  1965. 
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...but  her  other  symptoms: 

anxiety,  loss  of  interest,  anarexi, 
psychomotor  retardation 

strongly  suggest 
an  underlying  depression. 

when  the  diagnosis  is  depression 

ELAVIEHC1 

AMITRIPTYLINE  HC! 

Indications:  Mental  depression  and  mild  anxiety  accompa 
ing  depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary 
tention.  Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  1 
first  few  days  of  therapy.  Patients  should  be  warned  agai 
driving  a car  or  operating  machinery  or  appliances  requir 
alert  attention.  When  depression  is  accompanied  by  anxi 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alo 
a phenothiazine  tranquilizer  may  be  given  concomitan' 
Suicide  is  always  a possibility  in  mental  depression  and  rrj 
remain  until  significant  remission  occurs.  Supervise  patieii 
closely  in  case  they  may  require  hospitalization  or  concomit; 
electroshock  therapy.  Untoward  reactions  have  been  report 
after  the  combined  use  of  antidepressant  agents  havi 
varying  modes  of  activity.  Accordingly,  consider  possibil;i 
of  potentiation  in  combined  use  of  antidepressants.  Mor 
amine  oxidase  inhibitor  drugs  may  potentiate  other  drugs  a 
such  potentiation  may  even  cause  death;  permit  at  least  t\ji 
weeks  to  elapse  between  administration  of  two  agents; 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  wi I 
gradual  increase  in  dosage  required  to  obtain  a satisfactoi 
response.  Caution  patients  about  errors  of  judgment  due 
change  in  mood,  and  that  the  response  to  alcohol  may  ! 
potentiated.  May  provoke  mania  or  hypomania  in  manic-d 
pressive  patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitemer 
hypotension;  fine  tremor;  jitteriness;  weakness;  headach 
heartburn;  anorexia;  increased  perspiration;  incoordinate 
allergic-type  reactions  manifested  by  skin  rash,  swelling 
face  and  tongue,  itching;  numbness  and  tingling  of  limb 
including  peripheral  neuropathy;  activation  of  schizophren 
which  may  require  phenothiazine  tranquilizer  therapy;  ef 
leptiform  seizures  in  chronic  schizophrenics;  temporary  co 
fusion,  disturbed  concentration  or,  rarely,  transient  visuj 
hallucinations  on  high  doses;  evidence  of  anticholinergic  a| 
tivity,  such  as  tachycardia,  dryness  of  the  mouth,  blurring  (| 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun 
dice;  agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  ant 
depressant  activity  may  be  evident  within  3 or  4 days  cj 
may  take  as  long  as  30  days  to  develop  adequately,  and  lac 
of  response  sometimes  occurs.  Response  to  medication  wi 
vary  according  to  severity  as  well  as  type  of  depression  pre; 
ent.  Elderly  patients  and  adolescents  can  often  be  manage 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  an 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  I njectio ■ 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  am 
triptyline  HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  an 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  w 
package  or  available  on  request. 

MERCK  SHARP  &D0HME  Division  of  Merck  & Co  Inc. West  Point  Pa  i—  j 
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Tegretol' 

carbamazepine 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately^ 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 
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laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat- 
ment with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis, 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erythema 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effects 
are  drug-related  is  not  known.  However,  some  of  these  complications  have 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dose 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  hours 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  and 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820-A 

For  complete  details,  please  see  Prescribing  Information. 
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WHY  DOES  SHE  DO  YOUR  BLUE  SHIELD  CLAIMS  FIRST? 

First  of  all,  because  they're  simpler  and  take  less  time  than  most  of  the  others.  What's 
more,  Blue  Shield  pays  off  twice  monthly— usually  before  your  patient-billing  date.  If  you 
think  we  may  be  going  out  of  our  way  to  make  things  easy  for  you  and  your  office,  you're 
right!  Because,  without  the  help  of  the  medical  profession  we  could  not  exist!  And  your 
patients  couldn't  receive  so  many  important  health  benefits  so  economically. 


YOU  CAN'T  BEAT  'EM. ..SO  JOIN  'EM 
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REFLECTIONS 


“Some  days  you  say  you  will  — and  then  you 
won’t"  was  the  lead  line  of  a song  popular  many 
years  ago.  Its  title  was  “What  Are  You  Gonna' 
Do,”  and  never  were  words  more  apropos. 

Perhaps  the  song  initiated  a trend,  for  it  is 
more  true  than  ever  today.  Its  theme  seems  to 
reflect  a national  confusion  from  which  no  strata 
of  society  escapes. 

Only  fear  can  destroy  with  the  effectiveness 
of  indecision.  Neither  fear  nor  indecision  have 
a place  in  medicine  unless  they  are  modified  and 
controlled  by  judgment.  Yet  we  seem  to  have 
taken  a cue  from  our  national  personalities  and 
this  is  reflected  in  some  of  our  own  plans  and 
decisions. 

It  is  now  “in”  to  “politic”  or  “set  something 
up.”  It  is  now  fashionable  to  “snow  somebody” 
with  a plethora  of  words  when  a simple  and 
direct  statement  might  accomplish  the  same 
result  much  more  effectively.  Moral  obligations 
are  buried  under  a mass  of  personal  justification 
and  aggrandizement.  We  now  appear  to  identify 
with  our  own  personal  ambitions  rather  than 
with  the  betterment  of  many.  We  hesitate  to 
put  our  personal  courage  to  a test. 

So  what  are  we  going  to  do?  Shall  we  frenzied- 
ly  cast  about,  bumping  from  obstacle  to  obstacle, 
attaining  our  personal  goals  even  though  modi- 
fied to  a point  beyond  recognition  in  their 
achievement,  or  will  we  deliberate,  evaluate, 
decide  and  then  with  dignity  and  presence  say 
“I  choose  to  do”  and  then  do  it. 

This  year  many  decisions  need  to  be  made  by 
the  Arizona  Medical  Association,  Inc.  How  and 
if  they  are  made  is  obviously  your  choice. 

Roland  F.  Schoen,  M.D. 

Editor 


Editorials  of  Arizona  Medicine  are  the  opinions 
of  the  authors  and  do  not  necessarily  represent  the 
official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


JUNE,  1968 


The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
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A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 


ENDURON 

METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


3nce  a day,  every  day 

ENDURONYL 


VIETHYCLOTHIAZIDE  5 mg.with 
JESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD 


TO 


MODERATE 


TO 


SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PAR6YLINE  HYDROCHLORIDE  25  mg. 
with  METHVCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


TM  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
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itors;  methyldopa  or  dopamine;  separate  Euirorf  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


Tiie  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection. ..automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


siemens  Ultratherm  608 


For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street,  Phoenix,  Arizona  85008,  Phone:  (602)  275-7088 
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« MEN 


in  LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 


THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

fcA  SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


NO  IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  Am  MAY- JUNE 
s? — OVERWEIGHT  PEOPLE  — , 

r ARE  LEAST 
INTERESTED 

'"T;  w/7 ,N  DIET IN  WTlfFp 

£ U •////  ( DECEMBER . .Jd&sA  » « 


rCost  of 

AMBAR  EXTENTABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
, APPETITE 
> SUPPRESSANTS. 


AN  IMPORTANT  FACTOR , 
IN  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  Sec  package  insert  for  further 
details.  a.  h.  robins  company,  yl-H-DDRI 

RICHMOND,  V A.  23220  f 1 1 1 I U,I,J 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic  - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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ARIZONA  MEDICINE 


“Will  it  stop  the  pain?” 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 

distress 


® Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.i.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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sustained-release 

Mol-lron  PanhemicChronosule 

capsules 


To  help  overcome  the  inadequacies  of 
poor  absorption  and  insipid  diet  com- 
mon in  the  geriatric  patient— a superior, 
sustained-release  hematinic  combined 
with  key  vitamins. 

Each  Mol-lron  Panhemic  Chronosule 
capsule  contains:  Ferrous  sulfate,  390 
mg.  (78  mg.  elemental  iron)  and  Molyb- 
denum sesquioxide,  6 mg.  in  sustained- 
release  form;  Vitamin  Bi 2,  25  meg.;  Vita- 
min Bt , 6 mg.;  Vitamin  B2, 6 mg.;  Vitamin 
B6,  5 mg.;  Niacinamide,  30  mg.;  Vitamin 
C,  150  mg.  Supplied:  bottles  of  30. 

"brand  of  sustained-release  capsule 

tParsons,  P.L., Withey,  J.L.,  and  Kilpatrick, 
G.S  : Practitioner  195:656,  (Nov)  1965. 

White  Laboratories,  Inc, 
Kenilworth,  N.J. 
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BETTER  TOLERATED-HELPS  ASSURE  MORE 
PREDICTABLE  ABSORPTION  AND  OPTIMAL 
HEMOGLOBIN  RESPONSE 
SUPERIOR  TO  CONVENTIONAL  FERROUS  SULFATE 
In'  ‘Toler  ability’ 

Slowly-liberated, molybdenized  ferrous  sulfate  virtually 
eliminates  gastrointestinal  side  effects. 

So  well  tolerated  it  can  be  taken  on  an  empty  stomach. 
In  ‘Absorb  ability’ 

Gradual  release  of  better  tolerated,  molybdenized  fer- 
rous sulfate  helps  assure  more  predictable  absorption. 

In  ‘Dose-ability’ 

Just  a single  Mol-lron  Panhemic  Chronosule  capsule 
daily  generally  corrects  mild  to  moderate  hematologic 
and  nutritional  deficiencies. 


Picture  of 
low  back  pain 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1'2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 

Parafon  Forte  v r 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions : Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  at . : Gastroenterology  44:  146,  1963.  4.  Berman,  H.  H.,  ct  at.:  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U.S.  PATENT  NO.  2,695,077 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


McNEIL ) 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to  d 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

*><  Spacious,  year  ’round  outdoor  recreation  area 
& Heated  swimming  pool 

# Modern,  comfortable  rooms 


mim 
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life 
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• Open  medical  staff  • 91  bed  capacity 

• Ratio  oi  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  Stree 

PHOENIX,  ARiZONi 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATF 

A Non-Profit  Corporat 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 

Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
— prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood  - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  4601  N.  SCOTTSDALE  ROAD,  SCOTTSDALE,  ARIZONA  85251. 

OFFICERS  AND  DIRECTORS  - 1968-69 
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Bldg.  23,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson, 

2210  South  Mill  Avenue,  Tempe, 

2222  North  Crayeroft  Road,  Tucson, 
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1023  East  Florence  Blvd.,  Casa  Grande, 
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DISTRICT  DIRECTORS 
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Southern  District— Hermann  S.  Rhu,  Jr.,  M.D.  . . 
Southwestern  District— Howard  W.  Finke,  M.D 


2021  North  Central  Ave.,  Phoenix, 

2610  West  Bethany  Home  Road,  Phoenix, 

3602  North  15th  Avenue,  Phoenix, 
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SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 
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Secretary  for  the  United  States— Elizabeth  Gavitt,  M.D Pima  County  Gen.  Hospital,  2900  S.  6th  Ave.,  Tucson,  Arizona 
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M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,  M.D.  (Tucson);  Jay  L. 
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(Scottsdale). 


PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Joseph 
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Kohl,  Jr.,  M.D.  (Tucson);  W.  Shaw  McDaniel,  M.D.  (Phoe- 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


TUBLIC  RELATIONS  COMMITTEE:  John  F.  Kahle,  M.D., 

Chairman  (Flagstaff);  Walter  R.  Eicher,  M.D.  (Chandler); 
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(Casa  Grande);  R.  Lee  Foster,  M.D.  (Phoenix);  John  R. 
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Kenneth  E.  Johnson,  M.D.  (Phoenix);  Robert  F.  Lorenzen, 
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William  F.  Middleton,  M.D.  (Phoenix);  Arthur  R.  Nelson, 
M.D.  (Phoenix);  Paul  J.  Nichols,  M.D.  (Phoenix);  Melvin  W. 
Phillips,  M.D.  (Prescott);  Wilfred  M.  Potter,  M.D.  (Scotts- 
dale); Blair  W.  Saylor,  M.D.  (Tucson);  John  S.  Welsh, 
M.D.  (Tucson);  Reginald  J.  M.  Zeluff,  M.D.  (Phoenix). 
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pital, McNary;  Paddy  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919,  Show  Low. 

COCHISE:  Robert  E.  Montgomery,  M.D.,  President  1101  San 
Antonio  Dr.,  Douglas;  James  M.  Gilbert,  M.D.,  Secretary, 
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COCONINO:  Gerald  T.  McMahon,  M.D.,  President,  1355  North 
Beaver,  Flagstaff;  David  D.  Smith,  M.D.,  Secretary,  715 
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GILA:  Jesse  E.  Jacobs,  M.D.,  President,  Box  Z,  Miami;  T.  E. 
Matheson,  M.D.,  Secretary,  Miami-Inspiration  Clinic,  Miami. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Saffurd;  Jack  L.  Bennett,  M.D.,  Secretary,  618  Cen- 
tral Avenue,  Safford. 
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George  G.  Bertino,  Jr.,  M.D.,  Secretary,  1500  Williamson 
Avenue,  Winslow. 
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JUNE,  1968 


ArMA  REPORTS 


The  following  are  resolutions  which  were  introduced 
in  the  House  of  Delegates  at  the  recent  77th  Annual 
Meeting  of  the  Association.  Notation  appears  at  the  end 
of  each  resolution  indicating  final  disposition. 


RESOLUTION  1 

Introduced  by  Board  of  Directors,  The  Arizona  Medical 
Association,  Inc. 

Subject:  EXTENDING  INVITATION  TO  MEMBERS 
OF  THE  ARIZONA  OSTEOPATHIC  MEDICAL 
ASSOCIATION  TO  ATTEND  THE  ANNUAL 
SCIENTIFIC  SESSIONS  OF  THE  ARIZONA 
MEDICAL  ASSOCIATION,  INC. 

WHEREAS,  traditionally,  the  prime  concern  of  physician 
members  of  The  Arizona  Medical  Association,  Inc., 
has  been  and  must  remain  the  beneficial  care  of 
the  patient;  and 

WHEREAS,  the  need  for  continuing  education  of  its 
members  has  been  an  important  concern  of  The 
Arizona  Medical  Association,  Inc.,  as  demonstrated 
by  the  holding  of  annual  scientific  sessions;  and 

WHEREAS,  these  annual  scientific  sessions  bring  to- 
gether distinguished  medical  educators  from 
throughout  the  country;  and 

WHEREAS,  members  of  the  osteopathic  profession  are, 
under  Arizona  law,  charged  with  the  responsibility 
for  the  care  of  patients;  and 

WHEREAS,  attendance  at  the  annual  scientific  sessions 
of  other  than  members  of  The  Arizona  Medical 
Association,  Inc.,  or  other  doctors  of  medicine,  is 
not  possible;  therefore  be  it 

RESOLVED,  that  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  be  authorized,  to  extend 
an  invitation  to  members  of  the  Arizona  Osteopathic 
Medical  Association  to  attend  the  scientific  sessions 
of  The  Arizona  Medical  Association,  Inc.;  and  be 
it  further 

RESOLVED,  that  the  President  of  the  Arizona  Osteo- 
pathic Medical  Association  and  that  of  any  other 
of  its  component  county  or  district  osteopathic  med- 
ical societies  or  associations  be  informed  of  this 
action  by  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc. 

ADOPTED,  AS  AMENDED,  APRIL  27,  1968. 


RESOLUTION  2 

Introduced  by  Edwin  K.  Mehne,  M.D.,  Delegate,  on 
behalf  of  Sage  Memorial  Hospital,  Ganado,  Arizona. 
Subject:  WAIVER  OF  STATE  OF  ARIZONA  MED- 
ICAL LICENSURE  FOR  VOLUNTEER  PHYSI- 
CIANS SERVING  FOR  LIMITED  PERIODS  AT 
SAGE  MEMORIAL  HOSPITAL. 

WHEREAS,  Sage  Memorial  Hospital  is  an  accredited 


hospital  operating  on  the  Navajo  Indian  Reserva- 
tion; and 

WHEREAS,  the  hospital  is  owned  and  operated  by  the 
Board  of  National  Missions  of  the  United  Presby- 
terian Church,  U.S.A.  as  a Medical  Mission  primarily 
to  the  Navajo;  and 

WPIEREAS,  the  physician  staff  consists  of  full  time 
physicians  who  are  component  members  of  the 
Apache  County  Medical  Society;  and 

WHEREAS,  adequate  physician  coverage  during  staff 
vacation  periods  is  possible  only  by  services  of 
volunteer  physicians;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association  go 
on  record  to  support  legislation  providing  for  ex- 
emption from  Arizona  State  Medical  Licensure  of 
physicians  who  volunteer  their  services  exclusively 
at  Sage  Memorial  Hospital,  providing  that  such 
physicians  are  duly  and  currently  licensed  in  one 
state,  and  that  the  period  of  service  shall  not 
exceed  90  days  in  any  one  calendar  year. 

NOT  ADOPTED,  APRIL  27,  1968. 

RESOLUTION  3 

Introduced  by  Maricopa  County. 

Subject:  INDUSTRIAL  COMMISSION  FEE  SCHED- 
ULE. 

WHEREAS,  the  “usual,  customary,  and  reasonable  fee 
concept”  has  been  accepted  throughout  the  United 
States  by  the  Social  Security  Administration,  the 
military,  many  insuring  agencies  and  other  organ- 
izations as  the  most  logical  and  reasonable  means 
of  equitably  compensating  physicians  for  their  serv- 
ices; and 

WHEREAS,  the  Industrial  Commission  of  Arizona  has 
been  given  ample  reason  and  opportunity  to  change 
its  policy  and  deal  with  physicians  individually 
throughout  the  state  on  the  “usual  and  customary 
and  reasonable  fee  concept”  basis;  and 

WHEREAS,  the  Industrial  Commission  of  Arizona  has 
chosen  to  deal  with  the  Anesthesiologists  of  the 
state,  a segment  of  the  Arizona  Medical  Association, 
on  a “usual,  customary  and  reasonable  fee  concept” 
basis,  with  a specific  ceiling  limitation  imposed  by 
the  Industrial  Commission  of  Arizona;  and 

WHEREAS,  the  Industrial  Commission  of  Arizona  has 
continued  to  express  its  unwillingness  to  extend  the 
“usual,  customary  and  reasonable  fee  concept”  to 
other  segments  of  the  Arizona  Medical  Association; 
and 

WHEREAS,  the  imposition  of  a fixed  ceiling  is  not 
consistent  with  the  true  spirit  of  the  “usual,  custom- 
ary, and  reasonable  fee  concept”  and  because  the 
Arizona  Medical  Association  supports  the  principle 
of  medical  review  of  unreasonable  fees;  and 

WHEREAS,  providers  of  other  services  are  paid  on  the 
basis  of  their  usual,  customary  and  reasonable  fees 
in  contradistinction  to  payment  for  physician’s 
services  according  to  a fixed  fee  schedule;  therefore 
be  it 

RESOLVED,  that  the  House  of  Delegates  of  the  Arizona 
Medical  Association,  in  its  official  meeting  April  27, 
1968,  does  again  go  on  record  favoring  the  concept 
of  “usual,  customary  and  reasonable  fees”  in  its 
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negotiations  with  the  Legislature  and  the  Industrial 
Commission  of  the  State  of  Arizona. 

ADOPTED,  AS  AMENDED,  APRIL  27,  1968. 

RESOLUTION  4 

Introduced  by  Board  of  Directors,  The  Arizona  Medical 
Association,  Inc. 

Subject:  1969  CALENDAR  YEAR  BUDGET  OF  IN- 
COME AND  EXPENDITURES. 

WHEREAS,  it  is  customary  for  the  House  of  Delegates 
to  approve  the  Budget  of  Income  and  Expenditures 
for  the  next  succeeding  calendar  year  of  the  Arizona 
Medical  Association,  Inc.;  therefore  be  it 

RESOLVED,  that  the  following  Budget  of  Income  and 
Expenditures  for  the  calendar  year  1969,  be  adopted 
as  follows: 


INCOME: 

400 

GENERAL  FUND  . . . . 

$185,925.00 

401 

Association  Dues— 

Active  Members  

$178,500.00 

401a 

Association  Dues— 

Service  Members  

1,500.00 

402 

Sale  of  Supplies 

300.00 

403 

AMA  Commissions  . . . . 

600.00 

404 

Interest— 

Savings  Accounts 

5,000.00 

405 

Miscellaneous 

25.00 

420 

PUBLISHING  COMMITTEE  

$ 

48,000.00 

421 

Advertising  

$ 40,000.00 

422 

Subscriptions, 

Non-Member  

450.00 

423 

Reprints  and  Engravings 

: 935.00 

424 

Other  

10.00 

425 

Subscriptions,  Members . 

6,605.00 

430 

ANNUAL  MEETING  . 

$ 

25,000.00 

430 

Total  Income  

$ 25,000.00 

440 

BENEVOLENT  AND 

LOAN  FUND 

• $ 

1,700.00 

442 

Interest  on  Principle— 

Trust  #4714 

$ 400.00 

443 

Interest  on  Loans— 

Trust  #3068  

1,300.00 

444 

Other  

-0- 

445 

Contributions 

-0- 

TOTAL  ANTICIPATED 

1969  INCOME  

$260,625.00 

EXPENDITURES: 

500 

GENERAL  FUND 

501 

Salaries  

$ 72,478.00 

502 

Payroll  Taxes  

4,040.00 

503 

Meeting  Expenses  

6,000.00 

504 

Travel  

5,500.00 

505 

Rent  

14,000.00 

506 

Telephone  & Telegraph. 

2,100.00 

507 

Mimeographing  & 

Printing  

2,500.00 

509 

Supplies  

9,200.00 

511 

Dues  & Contributions.  . 

2,000.00 

512 

Legal  

13,000.00 

513 

Insurance  

7,000.00 

514 

Equipment  Maintenance 

2,000.00 

515 

AMA  Commission 

Expense  

400.00 

516 

Postage  

$ 4,000.00 

517 

Miscellaneous  

100.00 

518 

Blue  Cross-Blue  Shield . 

2,000.00 

520 

Contractual  Services  . . 

350.00 

521 

Audit  

1,500.00 

522 

General  Overhead 

Recovery  

(3,708.00) 

524 

Furniture  and  Fixtures.  . 

2,500.00 

600 

Depreciation  Expense  . . 

1,200.00 

TOTAL  GENERAL  FUND 

EXPENDITURES  . . . . 

COMMITTEES 

500a  Annual  Meeting  .... 

$ 25,000.00 

500b  Articles  of  Incorporation 

50.00 

500c  Benevolent  & Loan  Fund 

Meeting  Expenses  

100.00 

Scholarship  Grants  .... 

5,000.00 

500d 

Board  of  Directors 

1,540.00 

500e 

Central  Office  Adxdsory. 

100.00 

500f 

Executive  

100.00 

500h 

Grievance  

25.00 

500i 

History  and  Obituaries . 

200.00 

500j 

Industrial  Relations  . . . 

25.00 

500k  Legislative  

500.00 

5001 

Medical  Economics  . . . 

500.00 

500p  Professional  

7,500.00 

500r 

Public  Relations  

15,000.00 

500s  Publishing  

48,000.00 

500t 

Scientific  Assembly  . . . 

250.00 

500u 

Woman’s  Auxiliary  .... 

1,000.00 

500v  Resolution  #6  

25.00 

500w  Procurement  & 

Assignment 

25.00 

500y  Governmental  Services.  . 

7,500.00 

500z 

Resolution  #15  

25.00 

TOTAL  COMMITTEE 

EXPENDITURES  $1 12,465.00 

TOTAL  EXPENDITURES  $260,625.00 

and  be  it  further 

RESOLVED,  that  the  Annual  Dues  of  the  Arizona  Med- 
ical Association,  Inc.,  be  continued  at  $100.00  for 
active  members;  and  $5.00  for  subscription  to 
Arizona  Medicine  Journal;  totaling  $105.00. 

ADOPTED,  APRIL  27,  1968. 

RESOLUTION  5 

Introduced  by  Maricopa  County. 

Subject:  INDUSTRIAL  COMMISSION  FEES. 

WHEREAS,  third-party  payment  of  medical  fees  has 
become  ubiquitous,  and 

WHEREAS,  it  becomes  imperative  for  physicians,  med- 
ical societies  and  associations  to  have  knowledge 
of  usual  and  customary  fees  charged  by  physicians 
in  Arizona,  and 

WHEREAS,  valid  information  in  this  regard  is  not  avail- 
able and  retrievable  from  the  files  of  medical  or- 
ganizations in  Arizona,  nor  from  third  parties, 
including  insurance  carriers  and  governmental  agen- 
cies, be  it  therefore 

RESOLVED,  the  Arizona  Medical  Association  institute 
an  annual  or  biannual  survey  of  physicians’  usual 
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and  customary  fees  to  be  collated  by  geographic 
areas  and  by  specialties  to  provide  the  statistical 
data  necessary  to  support  any  negotiations  on  the 
subject  of  fees  for  medical  services  with  said  third 
parties. 

NOT  ADOPTED,  APRIL  27,  1968. 

RESOLUTION  6 

Introduced  by  Board  of  Directors,  The  Arizona  Medical 
Association,  Inc. 

Subject:  ArMA  CENTRAL  OFFICE  HEADQUARTERS 
BUILDING  PROGRAM. 

WHEREAS,  the  expenses  in  operating  the  Central  (Head- 
quarters) Office  of  The  Arizona  Medical  Association, 
Inc.  are  increasing  yearly;  and 

WHEREAS,  the  projected  rental  expenses  alone  for  the 
next  twenty  (20)  years  are  conservatively  estimated 
to  be  $280,000.00  to  $300,000.00;  and 

WHEREAS,  these  expenses  alone  would  only  give  The 
Arizona  Medical  Association,  Inc.  a large  accumula- 
tion of  rent  receipts;  and 

WHEREAS,  the  Executive  Committee  of  the  Board  of 
Directors  with  the  Central  Office  staff  have  ex- 
amined the  experiences  and  results  of  other  State 
Medical  Associations  and  County  Medical  Societies 
and  found  them  extremely  pleased  with  ownership 
of  their  own  building  complexes;  and 

WHEREAS,  on  careful  examination  and  evaluation  of 
ArMA’s  goals,  it  was  regularly  moved,  seconded  and 
unanimously  carried  by  both  the  Executive  Com- 
mittee and  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  that  a resolution  be  pre- 
sented to  the  House  of  Delegates  of  ArMA  to  for- 
mally authorize  the  purchase  of  a suitable  parcel  of 
land  and  begin  the  design  and  construction  of  a 
permanent  headquarters  building  to  be  owned  and 
operated  by  The  Arizona  Medical  Association,  Inc.; 
and 

WHEREAS,  it  is  conservatively  estimated  that  our  own 
office  building  can  be  constructed  and  operated  at 
a much  lower  rate  than  the  paying  of  rent;  and 

WHEREAS,  it  can  be  expected  the  Board  of  Medical 
Examiners  of  the  State  of  Arizona  will  be  able  to 
rent  from  ArMA  a portion  of  this  building,  at  a fair 
and  reasonable  cost  to  further  make  this  a reason- 
able project;  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  authorize 
The  Arizona  Medical  Association,  Inc.  to  set  forth  a 
special  assessment  of  $125.00  per  member  on  a 
single  payment  basis  or  allow  it  to  be  payable  on 
a $15.00  per  year  basis  for  ten  (10)  years;  and  be 
it  further 

RESOLVED,  that  all  new  members  henceforth  be  re- 
quired to  pay  this  special  assessment  at  the  same 
rate  of  $125.00  as  a single  payment  or  on  a basis 
of  $15.00  per  year  for  ten  (10)  years  to  allow  all 
members  to  have  an  equal  part  in  the  owning  and 
operating  of  our  Central  Office;  and  be  it  further 

RESOLVED,  that  this  special  assessment  be  effective 
immediately  under  the  bylaws  of  The  Arizona  Med- 
ical Association,  Inc.,  the  appropriate  bills  to  be 
sent  all  members  of  ArMA,  as  provided. 

ADOPTED,  APRIL  27,  1968. 
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RESOLUTION  7 

Introduced  by  Board  of  Directors,  The  Arizona  Medical 
Association,  Inc. 

Subject:  ArMA  HEADQUARTERS  BUILDING  PRO- 
GRAM AND  BUDGET. 

WHEREAS,  the  House  of  Delegates  of  The  Arizona 
Medical  Association,  Inc.,  having  adopted  a resolu- 
tion authorizing  a special  assessment  upon  each  and 
every  member  of  The  Arizona  Medical  Association 
in  an  amount  of  $125.00  on  a single  payment  basis 
or  $15.00  annually  over  a ten-year  period;  and 

WHEREAS,  this  necessitates  the  formation  of  a special 
budget  specifically  for  a building  program;  therefore 
be  it 

RESOLVED,  that  the  Executive  Committee  through 
the  Board  of  Directors  of  ArMA  be  authorized  to 
provide  such  special  budget;  and  be  it  further 

RESOLVED,  that  the  Executive  Committee  of  the  Board 
of  Directors  of  ArMA  be  given  immediate  author- 
ization to  purchase  a parcel  of  land,  select  an 
architect,  and  authorize  the  architect  to  proceed 
with  working  drawings  and  estimates  to  be  pre- 
sented to  the  Board  of  Directors  of  ArMA,  and  be 
it  further 

RESOLVED,  that  the  architect  be  informed  that  the 
completion  date  of  this  building  be  no  later  than 
August  1,  1969. 

ADOPTED,  APRIL  27,  1968. 

RESOLUTION  8 

Introduced  by  Board  of  Directors,  The  Arizona  Medical 
Association,  Inc. 

Subject:  RE-DEDICATION  OF  ARIZONA  MEDICAL 
ASSOCIATION  BENEVOLENT  AND  LOAN 
FUND  TO  THE  ArMA  BUILDING  FUND. 

WHEREAS,  in  1956  the  House  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.,  by  resolution 
adopted  in  annual  meeting,  determined  that  the 
monies  of  its  Medical  Defense  Fund  be  re-desig- 
nated as  the  Arizona  Medical  Association  Benev- 
olent and  Loan  Fund  for  the  purpose  of  making 
direct  grants  from  the  income  of  the  fund  to  Asso- 
ciation members  in  financial  distress,  and  loans  on 
a revolving  basis  to  assist  worthy  young  residents 
of  Arizona,  who  desire  to  secure  a medical  educa- 
tion; and 

WHEREAS,  in  August  of  1967,  the  Arizona  Medical 
Association’s  medical  student  loan  program  was 
consolidated  with  that  of  the  American  Medical 
Association  Education  and  Research  Foundation 
through  the  cooperation  of  the  Valley  National 
Bank;  and; 

WHEREAS,  through  the  consolidation  of  the  combined 
two  medical  student  loan  programs.  The  Arizona 
Medical  Association,  Inc.,  has  been  relieved  of  its 
financial  obligations  as  guarantor  of  past;  present 
and  future  medical  student  loans,  they  having  been 
and  will  be  assumed  by  the  American  Medical 
Association  Education  and  Research  Foundation; 
and 

WHEREAS,  as  the  result  of  this  mutually  agreeable  ne- 
gotiation between  ArMA  and  AMA-ERF,  this  As- 
sociation now  has  available  in  its  dedicated  trust, 
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monies  approximating  $49,250.86;  now  therefore 
be  it 

RESOLVED,  that  the  House  of  Delegates  of  The  Ari- 
zona Medical  Association,  Inc.,  re-dedicate  these 
funds  for  the  immediate  use  in  purchasing,  in  part 
or  in  whole,  a suitable  parcel  of  land  for  the  con- 
struction of  a central  office  headquarters  building 
for  ArMA,  any  and  all  said  funds  over  and  above 
the  land  purchase  price,  should  there  be  such,  to 
be  applied  to  the  building  fund  hereby  authorized. 

ADOPTED,  APRIL  27,  1968. 

RESOLUTION  9 

Introduced  by  William  E.  Davis,  M.D.,  on  behalf  of 
Tucson  Therapeutic  Abortion  Committee. 

Subject:  ENDORSEMENT  OF  SENATE  BILL  75, 
STATE  OF  ARIZONA,  28TH  LEGISLATURE:  AN 
ACT  RELATING  TO  PUBLIC  HEALTH;  PRO- 
VIDING WHEN  THERAPEUTIC  ABORTION 
MAY  BE  LEGALLY  PERFORMED. 

WHEREAS,  the  present  law  of  the  State  of  Arizona 
providing  when  therapeutic  abortion  may  be  legally 
performed  is  unrealistic  due  to  its  restrictive  provi- 
sion that  a therapeutic  abortion  may  only  be  done  to 
save  the  life  of  the  mother;  and 

WHEREAS,  the  American  Medical  Association  through 
its  House  of  Delegates  in  June,  1967,  has  adopted 
a more  liberal  view  of  proper  indications  for  which 
a therapeutic  abortion  may  be  performed;  and 

WHEREAS,  the  licensed  physicians  and  surgeons  of  the 
State  of  Arizona  see  pregnant  women  in  whom  there 
are  problems,  other  than  saving  the  life  of  the 
mother,  in  which  therapeutic  abortion  could  be 
considered  a proper  and  ethical  solution;  and 

WHEREAS,  liberalized  indications  for  therapeutic  abor- 
tion in  the  State  of  Arizona  would  in  no  way  re- 
quire any  patient,  physician  or  hospital  to  submit 
to,  perform,  or  allow  to  be  performed  within  its 
confines  a therapeutic  abortion  if  such  act  would 
be  against  the  moral,  medical  or  religious  judgment 
or  belief  of  the  patient,  physician  or  hospital 
involved;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association  does 
approve  and  support  the  passage  of  legislation  by 
the  Arizona’s  legislature  which  would  liberalize  the 
indications  under  which  a therapeutic  abortion 
may  legally  be  performed  as  specifically  outlined 
in  Senate  Bill  75,  introduced  January  17,  1968;  and 
be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  be- 
lieves that  there  are  adequate  safeguards  built  into 
this  legislation  (S.  B.  75)  to  protect  the  public  from 
misuse  by  the  medical  profession  of  these  specific 
liberalized  indications  for  therapeutic  abortion. 

ADOPTED,  APRIL  27,  1968. 

RESOLUTION  10 

Introduced  by  Pima  County  Medical  Society. 

Subject:  NURSING  EDUCATION. 

WHEREAS,  this  Association  in  meeting  held  April  29, 
1967,  adopted  Resolution  No.  14,  as  amended,  en- 
titled: “Nursing  Education”;  and 

WHEREAS,  in  the  past  year  another  Arizona  hospital 
has  announced  the  closing  of  its  school  of  nursing; 
and 


WHEREAS,  as  medical  utilization  increases  there  is 
an  increasing  need  for  more  registered  nurses,  be 
they  hospital  or  collegiate  trained;  and 
WHEREAS,  the  number  of  registered  nurses  graduated 
by  collegiate  programs  will  be  entirely  insufficient 
to  meet  the  needs  of  an  expanding  population; 
therefore  be  it 

RESOLVED,  that  this  Association  again  go  on  record 
as  encouraging  both  hospital  and  collegiate  type 
nursing  education  programs;  and  be  it  further 
RESOLVED,  that  hospitals  and  community  junior  col- 
leges be  encouraged  to  establish  and  maintain  co- 
ordinated programs  leading  to  the  qualification  of 
registered  nurses;  and  be  it  further 
RESOLVED,  that  this  Asociation  send  a copy  of  the 
Resolution  to  the  American  Medical  Association,  the 
American  Nurses  Association,  the  Arizona  State 
Nurses’  Association,  and  all  schools  of  nursing  within 
the  State  of  Arizona. 

ADOPTED,  AS  AMENDED,  APRIL  27,  1968. 

RESOLUTION  11 

Introduced  by  Pima  County  Medical  Society. 

Subject:  GENERIC  AND  BRAND  NAME  DRUGS’  IN- 
ACCURATE ADVERTISING. 

WHEREAS,  there  is  currently  pending  in  Congress 
several  bills  to  force  physicians  to  prescribe  drugs 
by  generic  name  rather  than  trade  name;  and 
WHEREAS,  the  American  Medical  Association  and 
many  of  its  constituent  societies  have  gone  on  rec- 
ord opposing  this  type  of  federal  regulation  which 
would  tend  to  handicap  the  physician  in  his  choice 
of  drugs  or  allow  the  pharmacists  to  dispense  a 
generic  drug  of  uncertain  efficacy;  and 
WHEREAS,  good  medical  practice  dictates  that  the 
physician  know  precisely  the  amount,  type  and  qual- 
ity of  drug  that  is  prescribed  for  the  patient,  and 
WHEREAS,  all  physicians  are  aware  of  the  high  cost 
of  medication  and  attempt  to  prescribe  only  that 
amount  most  beneficial  to  the  patient;  and 
WHEREAS,  a national  drug  chain  has  seen  fit  to  take 
full  page  advertisements  in  the  local  newspapers 
inferring  that  “brand  name”  and  “generic  name” 
drugs  are  “both  are  the  same  — only  the  price  is 
different”;  and 

WHEREAS,  they  infer  that  the  professional  fee  for 
generic  name  drugs  would  be  less  than  that  for 
brand  names;  and 

WHEREAS,  this  type  of  advertising  serves  only  to  con- 
fuse and  alienate  the  patient  and  drug  purchaser 
against  the  prescribed  medication  or  the  physician 
who  wrote  the  prescription;  and 
WHEREAS,  James  L.  Goddard,  M.D.,  Commissioner 
of  the  Food  and  Drug  Administration,  in  open  hear- 
ings, was  unable  to  guarantee  the  equivalancy  of 
generic  and  brand  name  drugs;  therefore  be  it 
RESOLVED,  that  this  Association  again  go  on  record  as 
opposing  legislation  that  would  dictate  that  pre- 
scription items  could  only  be  filled  by  generic 
name;  and  be  it  further 

RESOLVED,  that  the  national  drugstore  chain  responsi- 
ble for  this  advertisement  be  informed  that  this 
Association  feels  that  this  is  inaccurate  advertising; 
and  be  it  further 
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RESOLVED,  that  the  Arizona  Pharmaceutical  Associa- 
tion be  informed  of  the  action  of  this  Association 
and  that  they  be  requested  to  take  whatever  action 
they  can  within  their  group  to  prevent  further  ad- 
vertisements of  this  nature. 

ADOPTED,  AS  AMENDED,  APRIL  27,  1968. 

RESOLUTION  12 

Introduced  by  R.  T.  McDonald,  M.D.,  Delegate  Coco- 
nino County  Medical  Society. 

Subject:  LEGAL  IMMUNITY  OF  PIOSPITAL  MEDI- 
CAL RECORDS  IN  THE  COURSE  OF  MEDICAL 
RESEARCH. 

WHEREAS,  the  concern  regarding  mal-practice  litiga- 
tion in  the  State  of  Arizona  is  increasing;  and 

WHEREAS,  detailed  and  comprehensive  auditing  com- 
mittee reports  are  necessary  for  adequate  control 
and  direction  of  hospital  practice  by  physicians;  and 

WHEREAS,  the  patient’s  hospital  record  itself  is  ade- 
quate evidence  for  the  patient  for  use  in  any  poten- 
tial future  legal  action;  therefore  be  it 

RESOLVED,  that  hospital  medical  records  maintained 
for  the  express  use  of  hospital  supervisory  commit- 
tees or  associated  medical  staff  functions  shall  only 
be  available  for  the  use  of  those  Committees  and 
shall  not  be  subject  to  subpoena  or  for  any  other 
use;  and  be  it  further 

RESOLVED,  that  the  Legislative  Committee  be  in- 
structed in  interesting  State  Legislators  in  introduc- 
ing suitable  legislation  so  that  this  resolution  may 
become  law  in  the  State  of  Arizona. 

ADOPTED,  AS  AMENDED,  APRIL  27,  1968. 

RESOLUTION  13 

Introduced  by  Maricopa  County  Medical  Society. 

Subject:  HOSPITAL  HELICOPTER  LANDING  FA- 
CILITIES. 

WHEREAS,  coordination  and  communication  between 
the  sites  of  accidents,  emergency  vehicles  and  hos- 
pitals in  the  state  of  Arizona  is  at  an  absolute 
minimum;  and 

WHEREAS,  only  three  hospitals  in  the  state  of  Arizona 
have  Federal  Aviation  Administration  approved  heli- 
copter landing  sites;  and 

WHEREAS,  under  the  impetus  of  the  AMES  project 
the  possibility  of  statewide  use  of  helicopters  for 
evacuating  injured  persons  from  any  kind  of  acci- 
dent, but  primarily  highway  accidents  is  a very 
real  and  distinct  possibility  in  the  not  too  distant 
future;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association 
recommend  to  all  boards  of  trustees  of  hospitals 
in  the  state  of  Arizona,  that  serious  and  immediate 
consideration  be  given  to  plans  for  establishment  of 
some  sort  of  helicopter  landing  facility  as  described 
in  Federal  Aviation  Administration  Pamphlet  #AC 
150/5390-1  titled  “Heliport  Design  Guide”  so  that 
in  the  future  the  hospitals  are  prepared  to  receive 
the  helicopters  as  well  as  the  injured  they  may 
carry;  and  be  it  further 

RESOLVED,  that  the  hospital  boards  of  trustees  be 
urged  to  give  some  serious  thought  to  improving 
their  communications  systems  so  that  radio  com- 
munications and  coordination  may  be  established 
with  various  state  or  other  government  agencies 


concerned  with  helicopter  and  ambulance  dispatch- 
ing in  the  case  of  either  a disaster  or  other  acci- 
dents in  which  there  may  be  injured. 

ADOPTED,  AS  AMENDED,  APRIL  27,  1968. 

RESOLUTION  14 

Introduced  by  Maricopa  County  Medical  Society  Dele- 
gation. 

Subject:  WILBUR  J.  COHEN,  APPOINTMENT  AS 
SECRETARY  OF  THE  DEPARTMENT  OF 
HEALTH,  EDUCATION  AND  WELFARE. 

RESOLVED,  that  the  Arizona  State  Medical  Association 
congratulate  The  Honorable  Wilber  J.  Cohen  on  his 
appointment  as  Secretary  of  the  Department  of 
Health,  Education  and  Welfare,  and  pledge  to  him 
its  support  and  cooperation  in  obtaining  better 
health  for  the  people  of  the  United  States. 

ADOPTED,  APRIL  27,  1968. 

Report  of  Reference  Committee  on  Amendments. 

Presented  by:  Deward  G.  Moody,  M.D.,  Chairman. 

Mr.  Speaker  and  Members  of  the  House  of  Delegates: 
Your  Reference  Committee  met  on  Wednesday,  April 

24,  1968,  and  considered  the  amendments  to  come  be- 
fore the  House  of  Delegates. 

RESOLUTION  A-l  - AMENDMENT  TO  CHAPTER 
VII  - STANDING  AND  SPECIAL  COMMITTEES, 
SECTION  4.  COMPOSITION  AND  DUTIES  OF 
STANDING  COMMITTEES:  (a)  BENEVOLENT 
AND  LOAN  FUND. 

RESOLVED,  that  Chapter  VII  — Standing  and  Special 
Committees,  Section  4.  Composition  and  Duties  of 
Standing  Committees,  be  amended  to  read: 

(a)  Benevolent  and  Loan  Fund 

This  committee  shall  consist  of  a chairman  and 
at  least  four  members,  one  of  whom  shall  be  the 
Treasurer.  All  other  members  shall  have  stag- 
gered three  year  terms  as  hereinabove  provided. 
The  committee  shall  administer  the  Arizona 
Medical  Association  Benevolent  and  Loan  Fund 
and  shall  have  the  power  to  make  direct  grants 
from  tire  income  of  the  fund  to  Association 
members  in  financial  distress  and  loans  on  a 
revolving  basis  to  assist  worthy  young  residents 
of  Arizona,  who  desire  to  secure  a medical  edu- 
cation. 

The  details  of  operation  of  this  fund  shall  be 
worked  out  by  the  committee,  with  the  ap- 
proval of  the  Board.  This  fund  shall  be  made 
up  of  money  appropriated  to  it  by  the  Board 
or  by  the  House,  and,  in  addition,  any  further 
money  in  the  form  of  cash  gifts  or  legacies  from 
individual  donors.  The  fund  shall  be  placed  in 
the  care  of  the  Treasurer  and  shall  be  admin- 
istered by  the  Benevolent  and  Loan  Fund  Com- 
mittee. 

THE  COMMITTEE  FURTHER  SHALL  HAVE 
THE  POWER  TO  MAKE  DIRECT  SCHOLAR- 
SHIP GRANTS  TO  WORTHY  MEDICAL 
SCHOOL  APPLICANTS  FROM  FUNDS  DE- 
RIVED FROM  INTEREST  THAT  HAS  AC- 
CRUED ON  GENERAL  FUNDS  OF  THE 
ASSOCIATION  ON  DEPOSIT,  SUBJECT  TO 
APPROVAL  OF  THE  BOARD  OF  DIREC- 
TORS. 
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Mr.  Speaker,  your  Committee  approved  this  resolution 
and  recommends  its  adoption  as  read. 

RESOLUTION  A-2  - AMENDMENT  TO  CHAPTER 
VII  - STANDING  AND  SPECIAL  COMMITTEES, 
SECTION  4.  COMPOSITION  AND  DUTIES  OF 
STANDING  COMMITTEES:  (b)  EXECUTIVE. 
RESOLVED,  that  Chapter  VII  — Standing  and  Special 
Committees,  Section  4.  Composition  and  Duties  of 
Standing  Committees,  be  amended  by  adding  an 
entirely  new  standing  committee  to  read: 

(b)  EXECUTIVE 

THIS  COMMITTEE  SPIALL  CONSIST  OF 
THE  EXECUTIVE  OFFICERS  OF  THE  AS- 
SOCIATION: THE  PRESIDENT,  THE  PRESI- 
DENT-ELECT, THE  IMMEDIATE  PAST 
PRESIDENT,  THE  VICE  PRESIDENT,  THE 
SECRETARY,  AND  THE  TREASURER.  EACH 
SHALL  SERVE  IN  THIS  CAPACITY  FOR  THE 
TERM  OF  HIS  OFFICE.  THE  COMMITTEE 
SHALL  MEET  AS  FREQUENTLY  AS  IS 
DEEMED  NECESSARY:  IT  SHALL  REVIEW 
ROUTINE  MATTERS  AND  CORRESPOND- 
ENCE TO  BE  PRESENTED  TO  AND  SUM- 
MARIZED FOR  BOARD  ACTION;  DEVELOP 
POLICY  POSITIONS  AND  ALTERNATIVES 
FOR  CONSIDERATION  AND  DECISION  OF 
THE  BOARD;  TO  ACT  AS  AN  EXPLORA- 
TORY GROUP  TO  DEVELOP  AFFIRMATIVE 
PLANS  FOR  THE  ASSOCIATION  TO  BE 
CONSIDERED  AND  ACTED  UPON  BY  THE 
BOARD;  AND  ACT  AS  ADVISOR  TO  THE 
CENTRAL  OFFICE. 

Mr.  Speaker,  your  Committee  recommends  adoption 
of  this  resolution  as  amended. 

RESOLUTION  A-3  - AMENDMENTS  TO  CHAPTER 
IX  - DUES  AND  ASSESSMENTS,  SECTION  1. 
FIXING  OF  ANNUAL  DUES;  PAYMENTS;  COL- 
LECTIONS; ENFORCEMENT;  SECTION  5:  EX- 
EMPTIONS; AND  SECTION  6.  REFUNDS. 
RESOLVED,  that  Chapter  IX  — Dues  and  Assessments, 
Section  1.  Fixing  of  Annual  Dues;  Payments;  RE- 
INSTATEMENT; Collections;  Enforcement,  be 
amended  to  read: 

(a)  The  amount  of  annual  dues  shall  be  determined 
by  the  House  at  the  Annual  Meeting  and  shall 
include  a subscription  to  the  Journal.  Any  pro- 
posal  to  increase  the  annual  dues  shall  be  sub- 
mitted to  the  Delegates  at  least  six  weeks  prior 
to  the  Annual  Meeting. 

(b)  The  annual  dues  and  assessments  of  the  Ameri- 
can Medical  Association  shall  be  y>ayable  Janu- 
ary first  of  the  year  for  which  levied  and  shall 
be  delinquent  after  February  fifteenth  of  that 
year.  MEMBERS  SUSPENDED  FOR  FAILURE 
TO  PAY  THE  ANNUAL  DUES  AND  ASSESS- 
MENTS CANNOT  BE  REINSTATED  UNTIL 
SUCH  INDEBTEDNESS  PIAS  BEEN  DIS- 
CHARGED, SUCH  INDEBTEDNESS  SHALL 
APPLY  ONLY  TO  THE  LAST  YEAR  OF  DE- 
LINQUENCY BUT  THEN  ONLY  AS  A NEW 
MEMBER  ON  ELECTION  AND  ACCEPT- 
ANCE BY  THE  COUNTY  MEDICAL  SOCI- 
ETY. The  secretary  of  each  county  society  shall 


collect  and  forward  to  the  Association  Secre- 
tary, the  dues  for  its  members,  together  with 
the  dues  and  assessments  levied  by  the  Ameri- 
can Medical  Association. 

(c)  Any  member  whose  dues  for  the  current  year,  or 
whose  dues  and  assessments  for  the  American 
Medical  Association,  have  not  been  remitted  to 
the  Association  Secretary  on  or  before  February 
fifteenth,  shall  stand  suspended  until  such  de- 
linquency is  corrected: 

and  be  it  further 

RESOLVED,  that  Chax>ter  IX  — Dues  and  Assessments, 
Section  5.  Exemptions,  be  amended  to  read: 
Members  exempt  from  the  payment  of  dues  and 
special  assessments  shall  include  (a)  50  Year  Club, 
(b)  Associate  Members,  (c)  Affiliate  Members,  and 

(d)  Honorary  Members.  Members  70  years  of  age 
or  older,  and  other  members  by  reason  of  physical 
disability,  illness,  or  financial  hardship  may  also 
be  exempted.  A member  must  request  such  exemp- 
tion,  and  be  axqiroved  therefor  by  the  county  medi- 
cal society  and  by  the  Board.  Exemption  from  pay- 
ment of  dues  to  the  American  Medical  Association 
shall  be  in  accordance  with  the  rules  of  that  asso- 
ciation.; 

and  be  it  further 

RESOLVED,  that  Chapter  IX  — Dues  and  Assessments, 
be  further  amended  by  the  inclusion  of  a new  SEC- 
TION 6.  REFUNDS,  to  read: 

ANNUAL  DUES  MAY  BE  REFUNDED  TO  AN 
ACTIVE  MEMBER  OR  THE  FAMILY  OF  A DE- 
CEASED ACTIVE  MEMBER,  WITH  THE  AP- 
PROVAL OF  BOTH  THE  COUNTY  MEDICAL 
SOCIETY  AND  THE  BOARD  OF  DIRECTORS, 
PROVIDED  SAID  DUES  WERE  PAID  BETWEEN 
JANUARY  FIRST  AND  PRIOR  TO  THE  ESTAB- 
LISHED DUES  DELINQUENCY  DATE  OF  THE 
YEAR  DUE,  IN  INSTANCES  WITHIN  SAID 
PERIOD  OF  (a)  DEATH  OF  AN  ACTIVE  MEM- 
BER, OR  (b)  HAVING  ENTERED  EITHER  THE 
ARMED  FORCES  OR  AN  APPROVED  RESI- 
DENCY OR  OTHER  POSTGRADUATE  TRAIN- 
ING PROGRAM,  OR  (c)  FOR  OTHER  ACCEPT- 
ABLE REASONS.  TPIOSE  ACTIVE  MEMBERS 
HAVING  PAID  THEIR  ANNUAL  DUES,  EN- 
TERING EITHER  THE  ARMED  FORCES  OR  AN 
APPROVED  RESIDENCY  OR  OTHER  POST- 
GRADUATE TRAINING  PROGRAM  AFTER  THE 
ESTABLISHED  DUES  DELINQUENCY  DATE, 
ON  REQUEST  THEREFOR,  WITH  THE  AP- 
PROVAL OF  BOTH  THE  COUNT!7  MEDICAL 
SOCIETY  AND  THE  BOARD  OF  DIRECTORS, 
MAY  HAVE  FULL  ANNUAL  DUES  REFUNDED 
TO  JULY  FIRST,  ONE-IIALF  ANNUAL  DUES 
REFUNDED  TO  NOVEMBER  FIRST,  AND  NO 
REFUND  AFTER  NOVEMBER  FIRST. 

Mr.  Speaker,  your  Committee  recommends  adoption 

of  this  resolution  as  amended. 

RESOLUTION  A-4  - AMENDMENTS  TO  CHAPTER 
VII  - STANDING  AND  SPECIAL  COMMITTEES. 
SECTION  4.  COMPOSITION  AND  DUTIES  OF 
STANDING  COMMITTEES. 
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RESOLVED,  that  Chapter  VII  — Standing  and  Special 
Committees,  Section  4.  Composition  and  Duties  of 
Standing  Committees,  be  amended,  with  the  inclu- 
sion of  the  new  standing  committee  EXECUTIVE, 
by  realigning  in  alphabetical  order  and  relettering 
the  standing  committee  as  follows: 

(a)  Benevolent  and  Loan  Fund 

(b)  Executive 

(c)  Governmental  Services 

(d)  Grievance 

(e)  History  and  Obituaries 

(f)  Industrial  Relations 

(g)  Legislative 

(h)  Medical  Economics 

(i)  Professional 

(j)  Public  Relations 

(k)  Publishing 

(l)  Scientific  Assembly; 
and  be  it  further 

RESOLVED,  that  the  following  Standing  Committee  be 
amended  to  read: 

(c)  Governmental  Services:  — This  committee  shall 
consist  of  a Chairman  and  at  least  five  members. 
SECTIONS  within  the  committee  may  be  ap- 
pointed for  a particular  activity,  a member  of  this 
committee  to  be  designated  chairman  in  each  such 
instance. 

The  committee  will  be  responsible  to  develop 
sources  of  authoritative  information,  printed  material, 
personal  contact,  and  other  duties  assigned,  con- 
cerning current  and  proposed  medical  care  activities 
conducted  by  federal,  state  and  local  governmental 
agencies;  to  analyze  abstracts  and  interpret  govern- 
mental medical  care  program  guidelines,  bulletins 
and  regulations;  to  inform  the  Arizona  Medical 
Association  through  its  organizational  structure  of 
governmental  medical  care  policies  and  positions; 
and  to  inform  appropriate  governmental  agencies  of 
policies  and  positions  of  the  Arizona  Medical  Asso- 
ciation. It  shall  not  assume  those  functions  specifi- 
cally assigned  to  the  industrial  relations,  legislative 
and  medical  economics  committees.; 
and  be  it  further 

RESOLVED,  that  the  following  Standing  Committee  be 
amended  to  read: 

(h)  Medical  Economics:  — This  committee  shall  con- 
sist of  at  least  six  members  appointed  on  a geo- 
graphic basis  and  with  due  consideration  of  the 
specialties  and  general  practice.  This  committee 
shall  deal  with  all  matters  affecting  the  economic 
status  of  doctors  of  medicines.  SECTIONS  will  be 
set  up  within  the  committee  and  these  may  be  en- 
larged as  necessary. 

The  purview  of  this  committee  shall  include: 

(1)  GOVERNMENTAL  CONTRACTS; 

(2)  Health  and  Accident  Insurance,  Office  Ex- 
pense Insurance  and  Group  Liability  Insurance; 

(3)  Organized  Welfare  and  Charity  Work; 

(4)  Retirement  and  Investments,  including  Group 
Investments  for  members: 

and  be  it  further 

RESOLVED,  that  the  following  Standing  Committee  be 


amended  to  read: 

(i)  Professional:  — This  committee  shall  consist  of 
a chairman  and  at  least  ten  members.  A chairman 
shall  be  appointed  annually  from  among  the  mem- 
bers who  have  served  for  at  least  three  years  on 
the  committee. 


The  committee  will  be  responsible  for  all  profes- 
sional aspects  of  medicine,  other  than  the  economic 
and  legislative  areas,  AND  COMPRISE  SECTIONS 
ON  AGING  AND  GENERAL  MEDICINE  (CAN- 
CER, DIABETES,  ARTHRITIS,  ALCOHOLISM, 
DEAFNESS,  VIS  UALLY  HANDICAPPED, 
BLOOD,  AND  NURSING  HOMES);  ALLIED 
MEDICAL  GROUPS  (ALLIED  AND  PARAMED- 
ICAL PROFESSIONS  AND  GROUPS);  ATHLETIC 
MEDICINE;  DISASTER  MEDICINE;  EMERGEN- 
CY CARE;  INDUSTRIAL  HEALTH  (REHABILI- 
TATION); MEDICAL  EDUCATION  (AT  ALL 
LEVELS,  AND  THE  ARIZONA  COLLEGE  OF 
MEDICINE);  MEDICINE  AND  RELIGIOU;  MEN- 
TAL HEALTH;  PERINATAL  AND  MATERNAL 
MORTALITY;  POISON  CONTROL;  PUBLIC 
HEALTH  (MATERNAL  AND  CHILD  HEALTH, 
SCHOOL  HEALTH,  WATER  AND  AIR  POLLU- 
TION, NURSING  HOMES,  AND  VENEREAL 
DISEASE);  SAFETY;  AND  SUCH  OTHER  SEC- 
TIONS AS  MAY  BE  INDICATED  FROM  TIME 
TO  TIME.  IT  SHALL  INTEREST  ITSELF  IN 
MEDICO-LEGAL  PROBLEMS.  FURTHER,  AN 
ADVISOR  TO  THE  WOMAN’S  AUXILIARY  OF 
ARMA  SHALL  BE  DESIGNATED  (TO  BE 
CHOSEN  FROM  THE  SAME  GEOGRAPHIC 
AREA  OF  THE  STATE  AS  THE  CURRENT 
PRESIDENT  OF  THE  WOMAN’S  AUXILIARY). 


Each  committee  member,  except  the  chairman, 
shall  serve  as  chairman  of  a SECTION  FOR  A 
PARTICULAR  ACTIVITY.  THE  CHAIRMAN 
MAY  ALSO  SERVE  AS  THE  CHAIRMAN  OF  A 
SECTION.  THE  SECTION  CHAIRMAN  SHALL 
BE  APPOINTED  BY  THE  PRESIDENT  OF  THE 
ASSOCIATION,  WITH  ADVICE  OF  THE  CHAIR- 
MAN OF  THE  PROFESSIONAL  COMMITTEE. 

Mr.  Speaker,  your  Committee  recommends  adoption 
of  this  resolution  as  amended. 

RESOLUTION  A-5  - AMENDMENT  TO  CHAPTER 
IV  - OFFICERS,  SECTION  9.  SPEAKER 
RESOLVED,  that  Chapter  IV  — Officers,  Section  9, 
Speaker,  be  amended  to  read: 

The  Speaker  shall  preside  at  the  meetings  of  the 
House  and  shall  perform  such  duties  as  custom  and 
parliamentary  usuage  require.  He  shall  have  the 
right  to  vote  only  when  his  vote  shall  be  the  decid- 
ing vote.  THE  IMMEDIATE  PAST  PRESIDENT 
SPIALL  SERVE  AS  VICE-SPEAKER  FOR  THAT 
PARTICULAR  SESSION  AND  SHALL  ASSUME 
THE  DUTIES  OF  THE  SPEAKER  IN  HIS  AB- 
SENCE. IN  THE  ABSENCE  OF  THE  IMME- 
DIATE PAST  PRESIDENT,  THE  VICE-SPEAKER 
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MAY  BE  ELECTED  FROM  THE  HOUSE  FOR 
THAT  PARTICULAR  SESSION. 

Mr.  Speaker,  your  Committee  recommends  adoption 
of  this  resolution  as  amended. 

RESOLUTION  A-6  - BY-LAWS  CHANGE  - CHAP- 
TER VII,  SECTION  4 (e)  LEGISLATIVE: 

Mr.  Speaker,  this  resolution  was  submitted  too  late  to 
be  considered  at  this  House  of  Delegates  meeting  so  no 
action  was  taken. 

The  Report  of  the  Reference  Committee  on  Amendments 
was  accepted  as  read. 

(Capitalized  words  represent  additional  new  material.) 


24  HOUR  AIR  AMBULANCE  SERVICE 


a.  l.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


To  f ightTB- 
f ind  it  first! 


Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25's. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (li  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2 U grains)  1G2  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.60%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Part  of 
the  fine  art 
of  medicine 


Additional  information  availab 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  4 


8005 53 


ARIZONA  MEDICINE 


ORIGINAL  ARTICLES 


PROCAINAMIDE  INDUCED  LUPUS  DIATHESIS 


FROM  THE  INSTITUTE  FOR  CARDIOVASCULAR  DISEASES,  GOOD  SAM- 
ARITAN HOSPITAL,  PHOENIX,  ARIZONA. 

PRESENTED  IN  PART  TO  THE  REGIONAL  MEETING,  AMERICAN  COLLEGE 
OF  PHYSICIANS,  PHOENIX,  ARIZONA,  DECEMBER  10,  1966. 

•OSBORN  MEDICAL  CENTER,  444  WEST  OSBORN  ROAD,  PHOENIX. 
ARIZONA. 


Procainamide  hydrochloride  (Pronestyl)  is  an 
antirrhythmic  agent  of  established  efficacy.  This 
compound  enjoys  wide  clinical  usage  in  the  pro- 
phylaxis and  therapy  of  atrial  and  ventricular 
ectopic  beats  and  many  tachyarrhythmias.  When 
given  orally,  procainamide  may  produce  a num- 
ber of  reversible  gastrointestinal,  integumentary 
and  hematologic  side  effects.  A remittent  fever 
with  chills  may  appear  14  to  15  days  following 
the  initiation  of  therapy.1  Profound  hypotension, 
serious  disturbances  of  cardiac  rhythm  and  mark- 
ed alteration  of  atrioventricular  or  intraventricu- 
lar conduction  may  follow  the  parenteral  use  of 
Pronestyl. 

Ladd,2  in  1961,  described  a lupus-like  reac- 
tion associated  with  a six  month  exposure  to  pro- 
cainamide hydrochloride.  Several  subsequent  re- 
ports3'8 have  firmly  documented  this  drug  as  a 
cause  of  the  syndrome  akin  to  the  “SLE  diathe- 
sis” which  may  follow  therapy  with  hydralazine, 
the  hydantoin  anticonvulsants  and  trimethadione. 

Summarized  herein  are  two  cases  of  a Pron- 
estyl-indueed  “auto-immune”  state  with  clinical 
and  laboratory  features  indistinguishable  from 
the  acute  phase  of  spontaneously  occurring  lupus 
erythematosus. 

REPORT  OF  CASES 

CASE  1.  A sixty-nine-year-old  man  had  a 
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documented  myocardial  infarction  in  December, 
1953.  He  had  post-infarctional  angina  pectoris 
promptly  relieved  by  sublingual  nitroglycerin. 
Transient  episodes  of  diplopia  and  visual  loss 
were  attributed  to  insufficiency  of  the  basilar- 
vertebral  system.  The  patient  denied  a history 
of  known  allergy,  drug  intolerance  or  arthritic 
symptoms. 

Examination  was  normal  except  for  minimal 
arteriosclerotic  retinopathy  and  mild  left  ven- 
tricular hypertrophy.  Laboratory  studies  were 
normal  except  for  an  electrocardiogram  com- 
patible with  a remote  inferior  myocardial  infarc- 
tion. 

Recurrent  episodes  of  cerebral  vascular  in- 
sufficiency with  increasing  tempo  led  to  hos- 
pitalization in  November,  1961.  While  under 
observation,  the  patient  exhibited  numerous  ven- 
tricular extrasystoles.  These  occurred  with  such 
frequency  as  to  suggest  an  etiologic  relationship 
to  the  neurologic  symptoms.  Procainamide  hy- 
drochloride therapy,  500  mgs  every  six  hours, 
was  instituted  with  prompt  suppression  of  ven- 
tricular irritability  and  decrease  in  symptomat- 
ology referable  to  the  posterior  cerebral  circu- 
lation. 

In  October,  1962  the  patient  first  complained 
of  diffuse  myoarthralgias  but  no  objective  joint 
findings  were  discernible.  A rheumatology  con- 
sultant felt  the  clinical  picture  represented  early 
rheumatoid  arthritis. 

In  January,  1963,  the  patient  was  hospitalized 
for  a low-grade  fever  associated  with  a severe 
generalized  arthritis  involving  primarily  the 
hands,  elbows,  shoulders  and  knees.  Pertinent 
laboratory  studies  revealed  a normochromic  nor- 
mocytic  anemia,  normal  leukocyte  count  and 
differential  formula,  moderate  proteinuria,  and 
a markedly  accelerated  erythrocyte  sedimenta- 
tion rate.  There  was  mild  hypoalbuminemia  (2.7 
grams  per  cent ) , slight  reversal  of  the  A/G  ratio 
and  absolute  hypergammaglobulinemia  on  serum 
protein  electrophoresis.  Numerous  peripheral  LE 
preperations  and  the  latex  fixation  test  for  rheu- 
matoid arthritis  were  strongly  positive. 

Procainamide  was  discontinued,  but  clinical 
evidence  of  inflammatory  arthritis  persisted  un- 


abated until  corticosteroid  therapy  was  insti- 
tuted. Suppression  of  symptomatology  required 
moderate-dose  maintenance  prednisone  therapy 
until  death  from  recurrent  myocardial  infarction 
occurred  in  August,  1963. 

CASE  2.  A thirty-one-year-old  white  male 
underwent  replacement  of  a congenitally  steno- 
tic aortic  valve  with  a Magovern-Cromie  pros- 
thesis in  April,  1964.  His  initial  postoperative 
course  was  complicated  by  complete  heart  block 
with  spontaneous  reversion  to  sinus  rhythm. 

Subsequently,  the  patient  did  well  clinically 
but  manifested  numerous  premature  ventricular 
contractions.  In  October,  1964  he  had  the  sud- 
den appearance  of  headache  and  facial  and  ex- 
tremital  paresthesias,  attributed  to  cerebral  em- 
bolization despite  uninterrupted  anticoagulation 
therapy.  These  symptoms  cleared  with  gratify- 
ing rapidity  except  for  a residual  visual  field 
defect. 

Sequential  use  of  several  antiarrhythmic 
agents  either  failed  to  abolish  the  PVCs  or  pro- 
duced intolerable  side  effects.  In  November, 
1964  procainamide  therapy,  500  mgs  every  six 
hours,  was  instituted  with  normalization  of  the 
cardiac  rhythm;  however,  the  drug  was  with- 
drawn because  of  severe  anorexia. 

Pronestyl  was  again  given  in  full  dosage  six 
months  thereafter  with  continued  failure  of  other 
modalities  of  therapy.  In  three  weeks  the  patient 
noted  fever,  night  sweats,  pleuritic  chest  pain, 
intense  myalgias  and  painful  swelling  of  the  left 
ankle.  An  LE  preparation  was  positive  (Fig.  1). 


Fig.  1.  Positive  LE  cell  preparation  (case  2).  Presence  of  Har- 
graves’ cells  was  coincident  with  pleuropulmonic  pain,  fever  and 
myoarthralgias. 
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Procainamide  administration  was  terminated  and 
residual  symptoms  cleared  following  a short 
course  of  dexamethasone  therapy. 

COMMENT 

The  characteristic  presenting  complaints  of 
patients  with  this  lupus-like  syndrome  have  been 
myoarthralgias,  pleuropericardial  pain  and  py- 
rexia.2-8 Integumentary  lesions  and  urinary  ab- 
normalities have  been  conspicuously  uncommon. 
Symptoms  have  developed  following  a daily  ex- 
posure of  from  0.5  to  4.0  gm  of  procainamide  for 
two  weeks  to  twenty-two  months.  Affected  pa- 
tients have  varied  in  age  from  thirty-one  to 
seventy-two  years  without  predilection  as  to  sex 
or  etiology  of  the  underlying  heart  disease. 

Of  the  reported  patients  who  have  developed 
a lupoid  reaction  while  taking  Pronestyl,  the  ma- 
jority have  shown  the  LE  cell  phenomenon.  As- 
sociated serologic  abnormalities  have  included 
the  presence  of  serum  antinuclear  factors,  an  ac- 
celerated erythrocyte  sedimentation  rate,  dem- 
onstrable rheumatoid  factor,  and  hypergamma- 
globulinemia. Interestingly,  to  date  the  VDRL 
test  for  syphilis  has  been  uniformly  nonreactive. 

Prompt  subsidence  of  this  “mesenchymal  re- 
action” has  generally  followed  cessation  of  pro- 
cainamide administration.  The  beneficial  res- 
ponse of  several  individuals  to  suppressive  cor- 
ticosteroid therapy  has  been  notable.  One  pa- 
tient described  by  Kaplan  et  al,5  as  well  as  Case 
1 reported  herein,  continued  to  note  manifesta- 
tions of  a connective  tissue  disorder  months  after 
Pronestyl  had  been  discontinued. 

The  etiology  of  the  Pronestyl-induced  “SLE 
diathesis”  is  unknown.  Whether  the  syndrome 
represents  drug-precipitated  overt  disease  in  im- 
munologically  predisposed  individuals,  a drug 
allergy  arising  de  novo  with  the  irrimunopathic 
features  of  SLE,  or  the  coincidental  occurrence 
of  lupus  during  procainamide  administration,  is 
conjectural.  Previous  attempts  to  demonstrate 
antibodies  to  procainamide  in  the  laboratory 
have  been  unsuccessful.4’ 6 However,  the  com- 
plete disappearance  of  serologic  abnormalities 
after  withdrawal  of  this  agent  bespeaks  the  im- 
portance of  Pronestyl  administration  in  the  gen- 
esis and  perpetuation  of  this  reaction. 


A disorder  mimicking  lupus  erythematosus  has 
been  observed  rarely  during  the  administration 
of  hydralazine,  the  hydantoin  anticonvulsants, 
phenylbutazone,  sulfadiazine,  sulfamethoxyprida- 
zine,  trimethadione  and  penicillin.  Alarcon-Sego- 
via9  recently  summarized  the  course  of  fifty  pa- 
tients with  the  hydralazine  syndrome  followed 
from  six  months  to  nine  years.  Persistence  or  sub- 
sequent appearance  of  clinical  or  laboratory  man- 
ifestations attributable  to  SLE  was  noted  in  two- 
thirds  of  these  individuals.  These  authors  pro- 
posed that  overt  lupus  erythematosus  is  the  end 
stage  of  a process,  possibly  genetically  induced, 
that  may  remain  latent  until  unmasked  or  exac- 
erbated by  one  of  various  agents  with  this  po- 
tential. 

Procainamide  is  an  excellent  drug  in  the  man- 
agement of  patients  with  various  cardiac  arrhy- 
thmias. The  occasional  occurrence  of  this  lupoid 
reaction  should  not  discourage  use  of  Pronestyl 
in  indicated  circumstances.  Patients  on  this  agent 
should  be  observed  closely  for  symptoms  and 
laboratory  indications  of  “connective  tissue  dis- 
ease.” Collected  observations  may  yield  clues  to 
the  etiology  and  natural  history  of  systemic  lupus 
erythematosus  and  related  conditions. 

SUMMARY 

Two  cases  of  a lupus-like  state  occurring  dur- 
ing the  administration  of  procainamide  hydroch- 
loride are  presented.  The  clinical  and  sero-im- 
munopathic  features  of  this  syndrome  are  indis- 
tinguishable from  the  acute  phase  of  SLE. 

The  possible  relationship  of  this  drug-induced 
disease  to  spontaneously  occurring  lupus  erythe- 
matosus is  briefly  discussed. 
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THE  USE  OF  THE  ASTRUP 
METHOD  IN  ACID-BASE  DISORDERS 


The  problems  of  acid-base  disorders  has  led 
to  a wide  variety  of  opinions  and  interpreta- 
tions of  the  laboratory  data  presented  to  the 
physician.  All  too  frequently  the  physician  throws 
up  his  hands  and  relies  on  some  older  method 
to  explain  the  patient’s  status.  This  is  partially 
the  fault  of  the  laboratory  which  has  given  the 
doctor  numbers  without  the  necessary  interpre- 
tation to  explain  the  values.  As  an  example,  the 
CO2  combining  power  was  in  vogue  for  many 
years  and  evolved  into  the  basic  guide  in  deter- 
mining whether  the  patient  was  in  acidosis  or 
alkalosis.  The  shortcomings  of  the  test  were  fre- 
quently not  understood  by  the  physician.  Fol- 
lowing this,  laboratories  began  doing  total  CO2 
or  CO2  content  which  are  far  superior  because 
they  are  done  on  anaerobic  blood,  under  some 
controlled  conditions  and  are  perfectly  valid 
methods  for  measuring  CO2.  The  physician  saw 
the  CO2  report  and  as  far  as  he  was  concerned 
felt  that  this  was  the  same  method,  and  al- 
though these  are  excellent  methods  for  doing 
CO2,  they  have  no  correlation  with  the  patient’s 
status  in  regard  to  determination  of  acidosis  or 
alkalosis.  During  this  period  the  laboratory  did 
nothing  to  alter  his  opinion,  so  that  it  was  as 
much  the  fault  of  the  pathologist  as  it  was  the 
clinical  physician  (one  said  nothing,  the  other 


didn’t  ask). 

In  the  1950’s  Dr.  Gambino1’ 2’ 3* 4 and  others  in 
this  country,  and  Drs.  Astrup,  Jorgensen,  Sig- 
gaard-Andersen5’ 6' 7’  8 in  Denmark  did  extensive 
work  on  acid-base  disorders  using  the  Radiom- 
eter and  Sanz-Metrone  pH  meters  with  a new 
micro-electrode  which  gave  a high  degree  of  ac- 
curacy, and  were  practical  and  economical  for 
routine  laboratory  work.  Also  electrodes  for 
measuring  pCO2  and  O2  became  available  so  that 
from  the  standpoint  of  ease,  reproducibility,  ac- 
curacy and  cost,  any  clinical  laboratory  could 
give  the  physician  excellent  results.9  During  this 
period  the  above  workers  and  many  others  did 
extensive  work  in  the  correlation  of  arterial, 
venous  and  capillary  determination.  In  the  early 
stages,  the  “purists”  felt  that  only  arterial  blood 
would  be  satisfactory  for  correct  measurements. 
Again,  Gambino  showed  in  his  studies  in  1959 
that  routine  venous  blood  was  perfectly  accept- 
able for  use  in  acid-base  disorders.  (Tables  1,  2) 

We  might  argue  at  considerable  length  as  to 
the  minor  variations  because  of  the  different 
types  of  blood  used.  However,  we  have  done 
several  studies  that  show  that  the  values  obtain- 
ed by  either  arterialized  capillary  blood  or  ven- 
ous blood  will  give  excellent  results.  (Table  3) 
Arterialized  capillary  blood  is  required  for  oxy- 
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TABLE  2 

Comparison  of  pH  in  Arterial-Capillary 
Whole  Blood 


gen  studies,  however,  it  is  most  important  that 
the  patient  is  well  rested  before  the  studies  are 
carried  out.  (Table  3)  There  are  several  differ- 
ent methods  of  reporting  and  evaluating  acid- 
base  disorders,  but  these  still  lead  to  confusion 
because  we  are  determining  the  pH  and  CO2 
and  calculation  have  to  be  made  in  the  Hender- 
son-Hasselbach  equation  to  arrive  at  the  correct 
numbers.  In  many  instances,  the  physician  is  not 
familiar  with  these  calculations  or  he  finds  it 


TABLE  1 


Comparison  of  pH  in  Arterial-Venous  Plasma 


Number 

Arterial 

Venous 

Difference 

1 

7.40 

7.38 

-0.02 

2 

7.33 

7.30 

-0.03 

3 

7.40 

7.38 

-0.02 

4 

7.50 

7.49 

-0.01 

5 

7.42 

7.42 

0.00 

6 

7.46 

7.46 

0.00 

7 

7.43 

7.40 

-0.03 

8 

7.41 

7.40 

-0.01 

9 

7.39 

7.39 

0.00 

10 

7.44 

7.44 

0.00 

11 

7.40 

7.39 

-0.01 

12 

7.31 

7.29 

-0.02 

13 

7.41 

7.40 

-0.01 

14 

7.39 

7.38 

-0.01 

15 

7.49 

7.49 

0.00 

16 

7.46 

7.45 

-0.01 

17 

7.53 

7.52 

-0.01 

18 

7.40 

7.39 

-0.01 

19 

7.36 

7.34 

-0.02 

20 

7.41 

7.39 

-0.02 

21 

7.42 

7.39 

-0.03 

22 

7.42 

7.42 

0.00 

23 

7.40 

7.39 

-0.01 

24 

7.38 

7.36 

-0.02 

25 

7.38 

7.37 

-0.01 

26 

7.40 

7.38 

-0.02 

27 

7.41 

7.40 

-0.01 

28 

7.42 

7.39 

-0.03 

29 

7.49 

7.49 

0.00 

30 

7.49 

7.48 

-0.01 

31 

7.56 

7.53 

-0.03 

32 

7.42 

7.42 

0.00 

33 

7.40 

7.40 

0.00 

34 

7.42 

7.39 

-0.03 

35 

7.41 

7.39 

-0.02 

36 

7.49 

7.49 

0.00 

Mean 

7.4236 

7.4108 

0.0128 

Variance 

0.00253 

0.00301 

0.000136 

Number 

Arterial 

Capillary 

Difference 

1 

7.37 

7.36 

-0.01 

2 

7.52 

7.52 

0.00 

3 

7.38 

7.38 

0.00 

4 

7.35 

7.42 

0.07 

5 

7.33 

7.36 

0.03 

6 

7.27 

7.26 

-0.01 

7 

7.23 

7.25 

0.02 

8 

7.37 

7.34 

-0.03 

9 

7.45 

7.45 

0.00 

10 

7.50 

7.50 

0.00 

11 

7.34 

7.36 

0.02 

12 

7.42 

7.42 

0.00 

13 

7.46 

7.46 

0.00 

14 

7.37 

7.39 

0.02 

15 

7.34 

7.40 

0.06 

16 

7.39 

7.38 

-0.01 

17 

7.40 

7.38 

-0.02 

18 

7.50 

7.53 

0.03 

19 

7.34 

7.36 

0.02 

20 

7.40 

7.40 

0.00 

21 

7.49 

7.49 

0.00 

22 

7.38 

7.39 

0.01 

23 

7.37 

7.36 

-0.01 

24 

7.46 

7.48 

0.02 

25 

7.38 

7.38 

0.00 

26 

7.38 

7.38 

0.00 

27 

7.39 

7.39 

0.00 

28 

7.36 

7.36 

0.00 

29 

7.42 

7.43 

0.01 

Mean 

7.3917 

7.3993 

0.0076 

Variance 

0.00436 

0.00431 

0.000245 

Table  3.  Comparisons  of  Astrup  Method  in  capillary 
and  venous  blood  in  resting  and  non-resting  individuals. 


Ar»r»«*  Dlff.  4.8 
(-12  to  *J») 
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difficult  to  remember  the  formula  and  inter- 
pretation of  the  numbers  reported.  In  1960  and 
1961,  Dr.  Astrup  published  his  method  which 
has  been  well  accepted  as  a much  simpler  ap- 
proach to  understanding  acid-base  problems. 
This  method  uses  the  O.  Siggaard-Andersen 
nomogram  ( Graph  4 ) which  uses  a form  of 
semi-log  paper,  pCO  being  represented  in  the 
ordinate,  and  pH  and  bicarbonate  in  separate 
abscissas.  The  bicarbonate  abscissa  is  construct- 


Graph  4.  Siggaard-Anderson  Nomogram  used  in 
calculation  of  the  Astrup  Method. 

ed  opposite  a fixed  level  of  40  mmHg  pCO2.  The 
technical  approach  is  based  upon  carrying  out 
carbon  dioxide  equilibration  of  a sample  of  pa- 
tient’s blood.  Carbon  dioxide-oxygen  mixtures 
are  introduced  into  the  apparatus  from  tanks  of 
accurately  determined  concentrations  of  carbon 
dioxide,  the  gas  being  humidified  and  brought 
to  38°  C.  temperature  and  passed  over  samples 
of  patient’s  blood  in  vibrating  wells.  If  pH  is 
determined  on  these  two  portions  of  the  speci- 
men, two  points  can  be  established  for  relation 
of  pCO  to  pH,  and  a line  can  be  drawn  repre- 
senting the  relation  of  these  two  functions  for 
the  given  portion  of  patient’s  blood.  If  then,  pH 
is  determined  on  an  unaltered,  anaerobically 
preserved  portion  of  the  same  specimen  of  blood 


(in  practice  this  is  done  first),  pCO2  can  be 
read  from  the  graph.  (Graph  5,  6) 


Standard  Bicarbonate  msq/l 


The  nomogram  for  calculation  of  acid-base  values  of  blood.  The  sero 
point  on  the  base  excess  curve  indicates  the  normal  mean  values  for 
human  blood  (pHj  7.38,  pCO^i  40  mm  Hg  and  base  excens:  0 meq/l ) . 

The  normal  range  is  indicated  by  the  hexagonal  area  surrounding  the 
normal  point  0.  The  hemoglobin  scale  indicates  the  v ay  normal  buffer 
base  varies  with  hemoglobin  concentration.  For  description  of  the 
buffer  base  curve  and  the  base  excess  curve,  see  text. 

Graph  5.  Nomogram  for  calculation  of  acid-base 
values  in  blood. 


pCOj  mm  Hg 


Shows  an  example  of  the  celculation  of  standard  bicarbonate  (point  E), 
buffer  base  (point  D) , base  excess  (point  C)  and  pC02  (point  F)  from 
three  measured  pH  values,  namely  actual  pH  (point  F)  and  pH  after  equi- 
libration with  two  known  COg-tensions  (points  A and  B).  For  further 
explanation,  see  text. 

Graph  6.  Example  of  how  calculations  are  made  in  the 
Siggaard-Andersen  Nomogram. 
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Before  a new  concept  can  be  accepted  there 
must  be  some  reasonable  agreement  on  term- 
inology. The  following  is  a list  of  definitions 
which,  although  some  will  not  agree  with,  at 
least  gives  us  a basis  for  discussion.  This  has 
been  one  of  the  main  areas  of  confusion  in  any 
discussion  of  acid-base  problems,  that  many 
people  are  talking  about  the  same  thing  but  use 
different  words. 

Definition  of  Terms 

1.  pH  — neg  log  of  H+  = 7.35  to  7.45  and 
represents  a balance  between  fixed  non- 
volatile acids  and  bases  with  volatile  acids. 
Volatile  acids  = respiratory  factor  (pCO2) 
Fixed  non-volatile  acids  = non-respiratory 
factor  ( HCO ) 

pH=pK+log  HCOii  or  pH=6.1-j-log 
H2C03  + CCh 
HCO.;  = Renal 
pCOs  x 0.03  Respiratory 

2.  ppC02  — partial  pressure  of  carbon  dioxide 
30-45  mmHg. 

3.  Alkalemia  — pH  above  7.45 

4.  Acidemia  — pH  below  7.35 

5.  Respiratory  — effect  of  respiration  on  pp  of 
C()2 

6.  Hypercapnea  or  Hypo  — abnormal  changes 
in  pp  of  C02 

7.  Metabolic  (non-respiratory)  — changes  in 
bicarbonate  (base  excess)  not  affected  by 
respiration. 

8.  Standard  Bicarbonate  — the  bicarbonate  con- 
centration in  the  plasma  of  blood  equili- 
brated at  a pC02  of  40  mmHg.  and  full  sat- 
uration of  hemoglobin  with  oxygen. 

9.  Hyperbasemia  or  Hypo  — (base  excess)  in- 
crease or  decrease  in  amount  of  base  excess. 
This  is  titratible  base  and  is  reported  as  + 
or  — base  excess.  It  is  a measure  of  the  non- 
respiratory  buffers. 

( — ) base  excess  = excess  acid,  ( + ) base 
excess  — excess  base  and  is  a measure  of  the 
non-respiratory  buffers. 

10.  Compensation  or  Secondary  Response  — fre- 
quently blood  pH  returns  to  normal  but  the 
pC02  and  base  excess  are  abnormal  and  may 
be  directly  opposite  the  original  primary  dis- 
turbance. 

11.  Respiratory  acidosis— pC02  above  45  mmHg. 

12.  Respiratory  alkalosis— pC02  below  30  mmHg. 

13.  Metabolic  acidosis  — base  excess  below  —3 
meq/L. 


14.  Metabolic  alkalosis  — base  excess  above  -)-3 
meq/L. 

In  order  to  interpret  accurately  acid-base 
problems  one  needs  to  know: 

1.  Patient's  history. 

2.  pH  — determines  the  degree  of  acidosis  or 
alkalosis  (7.35-7.45). 

3.  pC02  — determines  respiratory  component 
(30-45  mmHg.) 

4.  Base  excess  — determines  metabolic  compon- 
ent (—3  — -)-3  meq/L) 

The  respiratory  component  comes  into  play  al- 
most immediately  due  to  stimulatory  effect  of 
pC02  levels  and/or  hypoxia  on  the  respiratory 
center.  The  metabolic  component  is  much  slower 
and  acts  principally  via  HCO.!  through  kidney 
tubules  and  may  take  a considerable  period  of 
time  for  its  effect  to  be  noted. 

I would  now  like  to  go  over  a few  typical  cases 
and  show  how  this  system  is  used.  Notice  if  you 
will,  ( 1 ) the  difficulties  one  would  have  in  mak- 
ing a diagnosis  if  only  the  CO2  determination 
were  used,  as  is  frequently  done,  (2)  the  value 
in  many  unexplained  conditions  of  having  acid- 
base  determinations  done,  and  (3)  the  impor- 
tance of  knowing  the  electrolytes  in  correlation 
with  disturbances  in  acid-base  disorders. 

Normal  Values10 

Male  7.36  - 7.42 

pH  = 7.35  - 7.45 

Female  7.37  - 7.42 


Male  41.2 

pC02  = 30  - 45  mmHg. 

Female  38.1 


Male  —2.4  to  +2.3  meq/L 
Base  Excess  = —3  to  +3  meq/L 

Female  —3.3  to  +1.2  meq/L 


Male  21  - 25  meq/L 

Bicarbonate  = 

Female  — same 


Male  23.5  - 27.9  m M/L 

Total  CO.  21  - 29  m M/L 

Female  22.6  - 27.4  m M/L 
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RESPIRATORY  PROBLEMS: 

Acidosis  Case  1.  60-year-old  white  female  with 
chronic  lung  disease  diagnosed  as  emphysema, 
bronchiectasis  and  asthma. 

On  Admission:  pH  = 7:30,  pCCb  = 65  mmHg, 
BE  z=  +4,  Total  CCb  = 39 

Respiratory  acidosis  with  mild  compensating 
metabolic  alkalosis.  Patient  was  put  on  positive 
pressure. 

Alkalosis  Case  2.  35-year-old  white  female  admit- 
ted for  rapid  respirations,  numbness  and  tingling 
of  fingers  and  toes. 

On  Admission:  pH  = 7.50,  pC02  : 25  mmHg, 

BE  = +4,  Total  CCb  = 24 

Respiratory  alkalosis  with  metabolic  alkalosis. 
Patient  was  put  at  rest,  on  medication,  and  test 
repeated  in  morning  ( hyperventillation  syn- 
drome ) . 

METABOLIC  OR 

NON -RESPIRATORY  PROBLEMS: 

Alkalosis  Case  3.  65-year-old  white  male  admit- 
ted with  abdominal  pain  and  vomiting  for  three 
days. 

On  Admission:  pH  r=  7.56,  pC02  = 40,  BE 
+16,  Total  CO.  = 46,  K = 2.9,  Cl  = 70. 
Severe  metabolic  alkalosis.  Patient  was  treated 
with  fluids  and  electrolytes  (40meg/L  of 
K+x3). 

Acidosis  Case  4.  56-year-old  female  with  chronic 
glomerulonephritis. 

On  Admission:  pH  = 7.20,  pCCb  = 28,  BE  = 
-30,  Total  CO.  = 15,  K = 12,  Cl  = 64,  Urea 
— 110  mgm%.  Metabolic  acidosis  with  a compen- 
sating respiratory  alkalosis.  This  is  a typical  renal 
failure  or  uremic  acidosis  with  retention  of  K+. 
Unexplained  Alkalosis  Case  5.  45-year-old  white 
male  admitted  with  a diagnosis  of  cirrhosis  with 
ascites. 

On  Admission:  pH  = 7.52,  pCO.  = 40,  BE  ; 
+8,  Total  CO.  = 32 

Metabolic  alkalosis,  note  that  the  CO.  measure- 
ment does  not  indicate  the  true  status. 

Frequently  alkalosis  is  found  in  unusual  cases 
and  helps  point  toward  the  disease,  i.e.,  brain 
damage  as  seen  with  tumors,  or  cerebral  vascu- 
lar accidents,  intra-abdominal  problems  such  as 
cirrhosis,  peritonitis,  and  malignant  tumors. 

SERUM  POTASSIUM 

Deficiency  of  K+  is  a frequent  occurrence  in 
patients.  This  is  especially  true  in  patients  with 
alkalosis  and  those  patients  on  steroids  and/or 


diuretic  therapy.  This  may  be  difficult  to  diag- 
nose since  all  too  frequently  the  serum  K+  levels 
are  normal  and  do  not  reflect  the  intracellular  K+ 
loss.  There  is  an  inverse  relationship  between 
pH  and  K+  (0.5  to  1.0  meq/L  for  each  0.1  units 
pH  change.  These  changes  between  the  H+  and 
K+  occur  principally  at  the  red  blood  cells  and 
muscle  cells.  With  alkalosis  there  is  always  a 
urinary  loss  of  K+.  Normally,  40  to  60  meq/L  of 
potassium  are  lost  in  the  urine  daily.  Whenever 
the  BE  is  over  +10,  potassium  ions  should  be 
given  to  the  patient  regardless  of  the  serum 
K+  level. 

SUMMARY 

The  value  of  using  the  Astrup  method  in  evalu- 
ating acid-base  disorders  is  discussed.  Its  ad- 
vantages are  pointed  out;  especially  the  ease  of 
interpretation  of  the  numbers  and  the  value  of 
using  this  system  to  determine  the  exact  status 
of  the  patient.  The  hazards  of  using  the  CO.  test 
as  a guide  to  determing  the  patient’s  acid  or  base 
status  is  pointed  out. 
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PEOPLE: 

The  Blocking  and  Tackling  of  Management 


Richard  L.  Durbin 

This  article  was  written  at  the  time  Mr.  Durbin  was  Admin- 
istrator of  Tucson  Medical  Center.  He  is  currently  Administrator 
of  Temple  University  Hospital,  Philadelphia,  Pa. 


In  football  to  win  games  it’s  blocking  and  tack- 
ling that  are  important.  In  management  the  im- 
portant components  are  people  and  their  relation- 
ships. Overlooking  these  fundamentals  can  be 
disastrous  in  either  venture. 

Management  means  management  of  people 
and  things.  Especially  is  this  true  of  any  service 
institution,  as  a hospital.  But  the  emphasis  in  re- 
cent years  has  been  shifting  away  from  human 
involvement  to  the  realm  of  things  — economics, 
statistics,  trends;  even  hospitals  have  caught  this 
fever. 

There  are  very  few  administrators  in  the  sense 
that  they  can  cope  with  people  and  ideas  at  the 
same  time  that  they  are  coping  with  economics. 
It  is  much  easier  for  a manager  to  be  a specialist 
in  one  particular  area  where  the  need  for  his 
counsel  will  contribute  to  his  own  sense  of  se- 
curity. This  is  the  day  of  specialists,  it’s  true, 
but  not  in  the  manager’s  chair.  The  manager 
must  be  a specialist  only  in  making  things  hap- 
pen through  people.  What  is  needed  is  a phi- 
losopher. He  must  employ  expediency  toward  an 
objective,  but  not  toward  solutions. 

Somewhere  at  the  grass  roots  of  the  organi- 
zation are  the  people  who  work  with  the  prob- 
lems who  must  have  a say  in  solving  them  if 
they  are  to  take  an  interest  in  their  work  and 


find  a fulfillment  in  it.  There  is  truth  in  the 
statement  that  man  does  not  live  by  bread  alone! 

Many  things  have  clouded  this  orientation  to- 
ward people  and  have  given  management  the  ex- 
cuse to  turn  to  the  impersonal  aspects  of  the 
business.  The  most  recent  has  been  the  com- 
puter. 

The  computer  breakthrough  occurred  about 
the  time  that  the  Behavioral  Sciences  were  find- 
ing their  way  into  the  curriculums  of  the  Business 
Schools.  One  hears  very  little  of  the  Behavioral 
Sciences  today  in  the  more  widely  read  business 
magazines,  but  never  an  issue  goes  by  that  com- 
puters are  not  discussed  in  one  or  several  ar- 
ticles, for  computers  have  offered  the  perfect 
system,  free  from  error.  Just  feed  in  the  informa- 
tion and  let  the  machine  make  a choice.  We  are 
forgetting  that  as  long  as  humans  are  collecting 
the  information  that  is  fed  to  the  machine,  there 
will  always  be  a margin  for  error.  It  is  a tool  for 
management,  not  a replacement.  Computers 
share  much  the  same  niche  that  adding  machines 
once  did  and  neither  will  be  able  to  replace 
philosophical  man  if  a world  of  any  order  is  to 
prevail. 

Computers  could,  if  used  properly,  decen- 
tralize since  information  could  be  fed  back  to 
the  delegated  areas  and  used,  but  it  usually 
comes  back  in  such  a complicated  form  that 
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second-level  managers  can’t  interpret  it.  It’s  like 
the  proverbial  procedures  manual  that  is  stored 
in  the  bottom  desk  drawer  or  the  directives  from 
the  top  that  are  neatly  filed  but  never  read.  If 
the  computer  is  going  to  serve  any  useful  pur- 
pose, it  must  serve  people,  for  people  are  the 
producers  and  the  consumers.  A current  story 
tells  of  the  computer  manufacturer  who  is  having 
trouble  selling  one  particular  model  which  will 
replace  the  man  who  buys  it. 

Prior  to  the  coming  of  the  computer,  other 
ingenious  devices  for  avoiding  human  contact 
had  already  been  perfected  by  management.  A 
worker  wants  to  be  recognized,  rewarded,  con- 
sulted, reprimanded  if  necessary.  When  he  can’t 
find  this  within  the  organization,  he  turns  to 
someone  who  will  represent  him,  and  for  many 
years  this  has  been  the  union.  Third  parties 
have  taken  over  what  management,  by  default, 
has  left  undone. 

Instead  of  rewarding  an  employee  by  review- 
ing his  record  and  then  giving  him  an  increase 
commensurate  with  his  performance,  annual  cost 
of  living  increases  across  the  board  can  be  made. 
This  relieves  supervisors  of  making  decisions  and 
rewarding  some  more  than  others.  It  also  dis- 
courages personal  achievement  among  the  em- 
ployees. 

This  is  indicative  of  the  type  of  thinking  which 
emanates  from  Personnel  Offices.  These  are  con- 
venient dumping  places  for  personnel  problems 
of  all  types— and  the  fundamental  rule  applies 
here:  Don’t  get  involved.  Their  basic  question 
is,  “What  is  our  policy?”  This  really  means, 
“What  rule  of  thumb  may  we  apply  here  to  re- 
lieve us  of  making  a decision?”  “Fair,  equitable 
and  consistent”  is  their  battle  cry.  Systematizing 
everything  so  that  it  is  consistent  makes  us  slaves 
to  policy  and  we  are  unable  to  see  any  excep- 
tions. 

Another  outgrowth  of  this  consistency  policy 
is  the  insurance  companies  which  handle  all  sick- 
ness and  accident  absenteeism  at  a safe  and 
anonymous  distance.  No  longer  must  the  im- 
mediate supervisor  call  her  workers  to  task  for 
repeated  or  unexplained  absences.  A remote  com- 
pany will  handle  the  payment  or  withhold  it,  ac- 
cording to  a fixed  set  of  rules  which  never  vary. 
This  relieves  everyone  involved  of  any  contact 
on  a personal  basis. 

Experimenting  with  a new  system  of  manage- 
ment, however,  has  produced  some  amazing  re- 
sults. Instead  of  dehumanizing  every  situation 


and  reserving  all  authority  and  responsibility  at 
the  top,  the  authority  and  responsibility  are 
pushed  down  to  a level  where  problems  ori- 
ginate, are  understood  and  can  be  handled.  This 
doesn’t  eliminate  the  need  for  top  management 
by  any  means.  But  the  administrator  of  such  a 
system  becomes  a coordinator  and  a catalyst.  He 
will,  by  the  force  of  his  personality,  make  the  or- 
ganization tick,  but  he  will  do  so  by  using  every 
available  bit  of  talent  on  every  level  that  it  hap- 
pens to  exist. 

Finding  the  supervisors  who  are  capable  and 
willing  to  handle  prescribed  areas  of  responsi- 
bility is  one  of  the  administrator’s  most  important 
and  difficult  tasks.  Once  these  people  are  placed, 
it  takes  still  more  resolution  to  give  them  the 
freedom  to  manage  their  areas  and  the  support 
they  need  to  see  them  through  their  failures;  but 
it  is  amazing  what  new  life  emanates  from  such  a 
virile  organization. 

Planning  then  becomes  a united  effort.  It  is 
not  an  organization  booklet  published  every  year 
or  two;  it  is  a natural  outgrowth  of  the  aspir- 
ations and  needs  of  many  areas  with  one  control- 
ling factor:  It  must  fit  within  the  framework  of 
the  philosophy.  This  is  the  second  big  task  of  the 
Administrator. 

Although  the  philosophy  must  come  from 
many  sources  in  a complex  institution,  it  must  be 
evolved,  articulated,  and  interpreted  through  the 
central  controlling  core  of  the  organization.  This 
takes  endless  communication  and  interpretation, 
but  it  is  worth  it.  Eventually  every  employee 
knows  where  lie  fits  in  the  scheme  of  things;  he 
knows  how  much  creativity  he  can  exercise  in 
solving  his  problems;  and  those  who  do  not  stay 
within  the  framework  of  the  philosophy  will 
feel  the  pressure  from  the  other  employees  and 
either  get  back  in  line  or  eliminate  themselves. 
This  negates  the  use  of  much  firing  and  hiring,  a 
technique  that  has  never  accomplished  anything 
very  positive,  although,  granted,  no  organization 
can  survive  without  at  least  an  occasional  use 
of  it. 

It  is  the  individual  who  emerges  as  the  really 
important  component,  the  individual  and  his 
means  and  goals.  The  environment  must  con- 
stantly encourage  the  betterment  of  each  indi- 
vidual by  allowing  him  to  interpret  his  place 
within  the  general  framework  of  the  philosophy. 
Individual  satisfaction  and  personal  relationships 
are  paramount.  Efficiency  is  not  getting  people 
to  reach  a pre-determined  standard,  but  rather 
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getting  them  to  use  their  full  potential.  The  Navy 
has  recognized  this  principle  for  a long  time;  “It 
is  not  how  much  ability  an  officer  has,  but  how 
well  he  uses  what  he  does  have  that  determines 
his  value  to  the  Navy.”  (Naval  Officers’  Guide, 
Arthur  A.  Agetan. ) A complete  exchange  of 
ideas  must  be  achieved  so  that  there  is  a feeling 
of  security  among  the  employees. 

This  means  interpreting  the  philosophy  to  all 
levels.  It  is  futile  to  tell  the  yardman  that  if  he 
does  a good  job,  he  will  improve  patient  care,  for 
he  is  too  far  removed  from  the  patient,  but  tell 
him  that  if  he  does  a good  job,  he  will  be  pro- 
moted or  given  a raise,  or  that  he  will  be  much 
appreciated  by  the  visitors,  nurses  and  doctors. 
These  are  things  he  understands. 

It  also  means  involving  every  group  in  the 
planning  and  the  objectives.  This  includes  the 
professionals,  the  lay  people,  management  and 
the  ancillary  departments. 

A rather  typical  organizational  chart  for  a 
hospital  will  find  a cluster  of  assistant  adminis- 
trators at  the  top.  Neatly  arranged  beneath  each 
assistant  are  the  departments  which  he  super- 
vises. As  a rule,  he  has  no  real  authority  or  re- 
sponsibility over  them.  He  will  report  anything 
not  covered  by  policy  to  the  administrator  who 
will  make  the  decision  and  pass  the  information 
back  along  the  same  route.  Communication  be- 
tween these  vertical  poles  is  almost  non-existent. 
There  is  endless  dissatisfaction  among  the  em- 
ployees on  every  level  and  the  patient,  who  is  at 
the  end  of  this  line  of  communication,  is  almost 
totally  ignored. 

When  the  talents  of  each  individual  are  in- 
corporated into  the  organization,  a totally  dif- 
ferent organizational  chart  develops,  as  shown 
in  Exhibit  I,  and  the  lines  of  communication 
cross  in  every  different  direction. 

In  this  organization  the  lay  board  is  intimately 
involved  in  determining  the  philosophy  and  ob- 
jectives. This  is  no  passive  group  that  comes  in 
once  a month  to  be  informed;  they  must  help  to 
determine  the  ends. 

The  Medical  Advisory  Board,  elected  by  the 
medical  staff,  meets  three  times  a month  to  dis- 
cuss every  incident  of  note  which  has  occurred 
in  the  hospital.  They  are  fully  informed  and  in- 
volved. It  is  this  group  which  determines  the 
means  and  implements  the  policy. 

The  real  work  of  running  the  institution  is  car- 
ried on  by  five  nursing  supervisors  who  have 
total  responsibility  for  their  given  areas.  Every- 


thing which  in  any  way  affects  the  patient  is 
their  responsibility,  and  they  have  the  authority 
to  see  that  it  is  taken  care  of,  whether  it  involves 
the  maintenance  department,  the  nursing  de- 
partment, or  any  other.  Each  supervisor  works 
closely  with  a committee  of  physicians  in  her 
area.  Problems  and  misunderstandings  which 
arise  are  solved  as  quickly  as  possible  at  the 
source.  There  is  no  running  up  the  long  pole  of 
protocol  to  the  administrator  who  is  too  far 
away  to  grasp  the  issue  anyway,  and  then  back 
down  again  with  the  solution  long  after  every- 
one has  reached  his  tolerable  limits  of  frustra- 
tion. 

The  assistant  administrators  are  all  people 
who  are  specialists  in  their  given  areas  with- 
out any  previous  formal  education  in  manage- 
ment. Each  one  works  with  a special  committee 
comprised  of  members  of  the  Board  of  Trustees. 
The  areas  of  patient  care,  finance,  and  buildings 
and  grounds  are  self-explanatory.  Quality  Con- 
trol, however,  is  a new  one  that  has  just  been 
added. 

There  are  some  problems  within  a hospital 
that  occur  in  all  areas  of  patient  care  with  more 
or  less  maddening  frequency  — such  things  as 
post-surgical  infections,  medication  errors,  pa- 
tient accidents,  incomplete  charts.  These  things 
are  now  under  the  supervision  of  the  Assistant 
Administrator  in  charge  of  Quality  Control.  He 
works  very  closely  with  a committee  of  doctors 
who  have  agreed  to  attack  these  problems  with 
something  besides  oaths. 

One  of  the  most  perplexing  of  all  are  the  staph 
infections.  Lawyers  have  discovered  a lucra- 
tive source  of  lawsuits  in  this  suit-happy  age. 
The  authorities  in  the  hospitals  are  usually  as 
vague  as  anyone  about  the  source  and  exact 
nature  of  the  organism  involved.  This  is  an  ex- 
periment to  see  how  many  trouble  sources  can 
be  pinpointed  and  corrected.  There  will  very 
likely  be  many  changes  in  procedure  before  a 
final  formula  is  agreed  upon.  Nevertheless,  this 
is  how  it  will  work. 

The  assistant  administrator  will  keep  a record 
of  the  number  of  infections,  where  they  occur 
and  who  the  people  are  who  are  in  attendance. 
The  committee  of  physicians  will  determine 
what  cultures  will  need  to  be  made  to  identify 
the  organism  in  question,  to  spot  possible  car- 
riers and  to  determine,  if  at  all  possible,  whether 
this  was  hospital-acquired  or  brought  in  from 
the  outside.  Such  studies  must  be  directed  by  a 
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group  of  physicians  since  they  will  at  times  be 
suspecting  members  of  their  own  profession  as 
possible  carriers,  ft  will  be  the  assistant  admin- 
istrator who  will  be  the  depositary  for  this  in- 
formation, and  a joint  effort  will  then  follow 
if  any  remedial  action  is  indicated. 

It  is  hoped  that  one  of  the  benefits  from  such 
procedures  will  give  us  indices  to  use,  such  as, 
what  percentage  of  infections  are  normal  and 
tolerable  and  when  the  danger  point  is  reached, 
or  how  many  medication  errors  are  permissible. 
Ideally,  none  are,  but  since  they  will  occur,  then 
what  is  a reasonable  number  and  what  are  the 
circumstances  that  cause  an  excess?  How  does 
one  improve  the  quality  and  completeness  of 
patient  charts?  These  are  no  longer  persnickety 
annoyances  for  nurses  themselves  have  been  em- 
barrassed when  they  were  called  on  to  explain 
their  meager  notes  at  a trial. 

The  area  within  which  the  quality  control 
will  operate  will  be  the  entire  hospital.  The  as- 
sistant administrator’s  lines  of  communication 
and  work  will  transcend  all  others  for  he  must 
use  all  the  information  he  can  get  in  his  search 
for  the  truth.  The  organizational  chart,  there- 
fore, remains  a loosely  connected,  mostly  hori- 
zontal pattern  which  can  be  changed  without 
a moment’s  hesitation.  It  must  fit  the  needs  of 
the  institution  at  the  moment.  There  will  never 
be  any  attempt  to  fit  the  institution  or  the  peo- 
ple into  a series  of  little  squares. 

Just  what  does  such  a seemingly  loose-jointed 
organization  accomplish?  It  is  solvent;  it  is  list- 
ed by  the  American  Institute  of  Management  as 
one  of  the  three  best-managed  businesses  in  the 
state  and  is  the  first  hospital  to  win  this  dis- 
tinction in  the  state.  It  is  accredited  by  all  the 
accrediting  agencies  which  function  in  the  health 
field,  including  the  intern  and  residency  pro- 
gram. When  the  emphasis  is  shifted  to  people, 
as  it  has  been  here,  the  patient  just  naturally 
gets  his  share  of  attention  and  the  community 
senses  and  appreciates  this  fact.  Expansion  un- 
der such  flexible  circumstances  is  comparatively 
easy  and  the  institution  would  be  able  to  ac- 
commodate a total  medical  care  program  if  and 
when  this  became  an  objective. 

If  the  proper  distribution  of  medical  care  is 
to  be  accomplished  in  an  expanding  population, 
experimentation  in  management  will  have  to  be 
the  byword;  but  we  cannot  overlook  the  funda- 
mental — the  individuals  who  make  up  the  or- 
ganization. 
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ARTHUR  V.  DUDLEY,  JR.,  M.D. 

PRESIDENT 


By  the  time  the  membership  of  ArMA  reads 
this  page  a second  momentous  decision  will  have 
been  made  by  your  Board  of  Directors. 

By  now,  thru  "Medical  Memos,”  you  are 
aware  that  Resolutions  Nos.  6,  7 and  8 were 
passed  by  the  House  of  Delegates.  These  Resolu- 
tions empowered  the  Board  to  re-dedicate 
$49,250.86  from  the  Student  Loan  Fund  (now 
AMA-ERF  sponsored  and  financed)  to  a Build- 
ing Fund  for  ArMA,  to  assess  the  membership 
$125.00  (lump  sum  payment)  to  finance  the 
Central  Office  Building  and  to  complete  con- 
struction by  August  1,  1969. 

This  will  give  your  Association  a permanent 
and  expandable  office  and  serve  as  a brake 
against  the  inflationary  increase  in  our  office 
rent  structure.  As  a good  “Monday  Morning 
Quarterback,”  how  I wish  we  had  done  this  ten 
years  ago.  Please  review  your  recent  issues  of 
“Medical  Memos”  for  further  facts  and  figures. 

The  “second  momentous  decision”  I referred 
to  above  relates  to  location  of  the  Central  Office. 
As  this  is  written  (5/9)  the  site  has  not  been 
selected  (to  await  Board  of  Directors’  decision 
on  5/26).  I can  say  it  will  be  near  the  Black 
Canyon  Freeway  for  easy  access  from  Phoenix 
and  all  points  out-of-town,  and  within  a short 
distance  of  the  State  Capitol.  With  more  internal 
committee  meetings  and  desiring  better  inter- 
course with  our  Legislative  and  Administrative 
bodies,  this  type  of  location  is  most  important. 

As  a “share-holder”  in  this  new  venture  I hope 
every  member  of  ArMA  will  take  an  active  part 
in  design  and  function  of  your  Headquarters. 
You  can  do  this  personally  thru  your  District 
Directors  or  any  officer.  I personally  invite  your 
participation.  Will  you  help? 

Arthur  V.  Dudley,  Jr.,  M.D. 

President 
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THE  STUDENTS'  HONOR  CODE 

With  the  arrival  of  June,  we  have  come  to  the 
end  of  the  traditional  academic  year.  Those 
young  men  and  women  who  started  as  freshmen 
in  our  medical  school  last  fall  have  now  finished 
their  first  year  of  work  and  are  technically  soph- 
omores. Their  work  has  been  fine  and  the  class 
has  remained  intact  — at  least  it  was  at  the  time 
of  this  writing. 

There  is  one  aspect  to  the  first  year  of  work 
for  this  class  which  has  had  little  mention,  and 
even  less  praise;  yet  it  seems  likely  that  all  of  the 
members  of  the  Arizona  Medical  Association 
would  probably  feel  a great  sense  of  pride  and 
pleasure  if  they  knew  about  it.  My  reference  is 
to  the  Students’  Honor  Code  — the  system  by 
which  our  student  body  governs  its  own  behavior. 

Honor  has  many  meanings,  although  it  gener- 
ally refers  to  the  public  respect  that  is  due  a 
person  either  because  he  has  certain  qualities  of 
character  or  because  he  has  accomplished  certain 
things.  In  the  individual  sense,  we  say  that  a 
person  is  a man  of  honor  because  he  has  a spe- 
cific character  trait  which  can  be  described  best 
as  personal  integrity.  A person  of  integrity  is  a 
person  who  is  responsible;  one  who  can  be  de- 
pended upon  to  act  always  in  accord  with  his 
highest  sense  of  what  is  right.  This  is  its  meaning 
within  the  field  of  medicine.  Indeed,  as  a profes- 
sion, this  is  what  medicine  is  all  about. 

In  our  Catalog  the  Students’  Honor  system  is 
described  as  follows: 

“A  student  who  enters  the  College  of 
Medicine  finds  himself  in  a company  of 
scholars,  each  one  in  his  field  of  endeav- 
or working  to  deepen  his  own  know- 
ledge to  extend  the  boundaries  of  human 
knowledge,  and  to  apply  his  knowledge 
in  service  to  his  fellow  man.  The  faculty 
and  students  of  the  College  of  Medicine 
require  that  a man  or  woman  shall  act 
honorably  in  all  the  relations  and  phases 
of  student  life.  All  work  is  conducted 
under  an  honor  system.  The  essence  of 
the  system  is  that  a student’s  word  as  a 
member  of  the  College  can  be  accepted 


without  question  as  truth  and  that  any 
violation  of  a student’s  word  is  an  of- 
fense against  the  entire  student  body. 

The  fundamental  demand  that  the  hon- 
or code  makes  on  the  individual  is  that 
he  resist  the  easy  temptation  to  use 
shoddy  means  to  attain  a desired  end. 

The  code  is  not  an  end  in  itself  but  a 
focal  point  for  an  honorable  way  of  life 
and  a means  of  inculcating  a spirit  of 
integrity  which  should  sustain  the  stu- 
dent throughout  his  lifetime.” 

Using  that  statement  as  a starting  point  our 
students  in  the  first  two  weeks  of  their  freshmen 
year,  drafted  and  adopted  a code  that  avoids 
the  traps  that  so  many  other  honor  codes  have 
been  heir  to,  such  as  faculty  supervision,  or  fac- 
ulty imposed  discipline  in  the  event  of  an  infrac- 
tion. We’ve  all  seen  examples  of  this  latter  kind 
of  code  and  know  their  shortcomings  — witness 
the  tragic  experiences  not  long  ago  on  the  cam- 
pus of  one  of  our  great  Service  Academies. 
Rather,  the  beauty  of  our  code  is  that  it  belongs 
completely  to  the  students.  They  designed  it; 
they  live  by  it;  they  administer  it.  And  if  one  of 
their  number  breaks  it,  they  do  all  the  disciplin- 
ing and  simply  report  the  outcome  to  the  medical 
school  administration  after  the  fact. 

The  other  day,  someone  asked  how  the  Code 
was  working.  He  didn’t  understand  my  reply. 
I said  that  I didn’t  know,  and  thus  assumed  that 
it  was  working  just  fine.  To  me,  that  explains 
the  Code  as  well  as  anything  I could  think  of. 

We  thought  that  you  might  enjoy  sharing  our 
pleasure  by  knowing  of  the  existence  of  this 
Code  and  by  knowing  that  it  is  the  product  of 
our  first  class.  It  will  certainly  stand  as  a model 
of  behavior  which  we  think  beats  any  existing 
system  for  encouraging  and  measuring  personal 
integrity  in  such  a setting  as  a medical  school. 


JUNE,  1968 


EDITORIALS 


THE  HEART  DOES  NOT  SPEAK  ENGLISH 


WILLIAM  B.  McGRATH,  M.D. 

The  most  sensible  instructions  for  the  care  of 
the  heart  are  to  be  found  in  an  out-of-print 
cavalry  manual:  don’t  feed  it  too  much  or  let  it 
gulp  huge  drafts  of  water;  don’t  work  it  too  hard 
at  higher  altitudes;  loosen  the  cinch  once  in  a 
while. 

The  metaphor  is  meant  to  convey  something 
more  than  just  horse-sense. 

The  heart  is  a dumb  and  patient  brute.  It  has 
to  be  treated  as  such.  It  trudges  along  in  the 
dark  wet  corral  of  the  chest;  and  it  does  not 
know  what  is  going  on  out  there.  The  heart  does 
not  speak  English  nor  respond  to  logical  warn- 
ings or  reassurances. 

An  ambitious  person  gradually  takes  on  more 
responsibilities.  The  more  he  gains,  of  course, 
the  more  he  loses.  Decisions  come  hurtling  at 
him  like  off-ramps  on  a freeway  and  he  cannot 
pause  to  study  the  map.  As  he  attains  importance 
he  has  to  give  up  familiarity.  He  cannot  afford 
to  joke  with  his  clients  and  employees  or  join 
them  in  their  recreations.  He  can  hardly  be  both 
— a friendly  person  and  a functioning  executive. 
Most  of  the  time  he  will  have  to  neglect  his  own 
mental  and  physical  health  for  the  sake  of  his 
business  or  profession. 

It  is  a dilemma  so  common  that  it  needs  no 
elaboration. 

But  let  me  repeat  and  emphasize:  the  heart 


does  not  know  what  the  dilemma  is  nor  whether 
there  is  going  to  be  any  solution.  It  crouches 
there  in  the  dark  or  hurries  its  undirected  pace, 
awaiting  some  clue  from  its  master. 

There  is  surely  nothing  more  toxic  than  in- 
decision. Witness  how  troubled,  how  literally 
heart-sick  we  are  while  searching  for  words  with 
which  to  terminate  a partnership  or  fire  an  em- 
ployee. Multiply  that  kind  of  poison  a thousand- 
fold and  you  have  an  idea  of  your  patient’s 
suffering  when  he  begins  to  think  of  divorce  or 
has  to  turn  his  back  on  a worthless,  ungrateful 
son. 

We  are  taught  that  under  stress  the  autonomic 
nervous  system  readies  the  vital  organs  for  flight 
or  fight.  Would  that  the  individual  ever  had  such 
a swift  and  simple  choice!  The  heart  cannot  be 
poised  for  an  indefinite  period  of  time  in  a con- 
dition of  taut  expectancy.  It  has  to  sense  that 
some  decision  will  be  made  and  soon. 

Yet  in  most  human  predicaments,  because  they 
are  so  complicated,  one  cannot  find  clear  and 
compelling  reasons  to  fight  or  flee,  to  attack  the 
situation  or  simply  walk  away  from  it. 

There  is  an  alternative  — and  this  an  appall- 
ingly neglected  point.  It  is  to  resign  one’s  self, 
to  be  wholeheartedly  resigned.  One  might  word 
it  more  euphemistically,  call  it  not  resignation 
but  commitment  or  dedication.  In  any  event 
when  a personal  conflict  appears  insoluble  — 
and  most  do  — one  had  just  as  well  quit  weigh- 


ARIZONA  MEDICINE 


mg  the  pros  and  eons,  stop  urging  forward  and 
pulling  back. 

A man  does  neglect  his  health  for  the  sake  of 
his  work.  This  is  not  in  itself  what  puts  the  heart 
under  stress.  The  heart  feels  tension  not  because 
of  the  work  but  because  the  man  is  not  really 
resigned  to  the  work  or  committed  to  it;  he  is 
half  grudging,  half  undecided.  If  he  will  zipper 
up  the  uniform  of  his  identity  — as  husband  or 
doctor  or  executive  — he  will  no  longer  feel 
half  naked  and  afraid.  Whenever  he  makes  up 
his  mind  — and  only  then  — the  heart  will  begin 
to  relax. 

Note  that  the  decision,  the  psychosomatic 
event,  is  not  a matter  of  interpersonal  or  situa- 
tional relationships.  It  is  ultimately  endopsychic, 
private,  existential.  It  is  always  between  the 
rider  and  his  own  horse. 

Now  the  heart  cannot  hear  or  understand  the 
language  or  logic  with  which  the  mind  comes  to 
terms  with  its  conflicts.  But  the  heart  will  feel 
a shrug  of  the  shoulders  and  respond  to  it. 

Most  studies  of  body  language  or  non-verbal 
communication  become  fatuously  regressive. 
They  suggest  some  infantile,  patty-cake,  patty- 
cake  participation  by  the  therapist.  No;  one  can’t 
pat  the  other  person’s  horse  or  loosen  his  reins 
for  him.  He  has  to  do  it  himself. 

But  you  must  tell  him  how  because  you  are 
the  instructor.  A few  illustrative  points  may  be 
worth  mentioning. 


The  heart  like  a thoroughbred  horse  cannot 
stand  to  be  long  confined  in  such  a cramped  and 
ceilinged  stall  as  an  automobile  or  small  office. 
Neither  can  it  tolerate  endless  bumping  and 
crowding.  A horse  or  a heart  should  not  be  ex- 
posed too  long  to  the  frightening  noises  and 
insanely  flashing  colors  and  lights  of  a shopping 
center  or  supermarket.  What  damages  the  heart 
is  not  just  the  tobacco  in  chain-smoking  or  the 
alcohol  in  hurried  drinking;  more  injurious  is 
the  heart’s  being  disturbed  by  such  signs  of 
nervousness.  The  heart  ought  not  be  alarmed 
by  angrily  aggressive  attitudes  in  traffic  or  by 
erotic  or  social  aggressiveness  at  a party.  In  the 
cavalry  manual  as  in  a cardiac  instruction  book 
one  item  is  clear  and  not  at  all  sanctimonious: 
to  tiy  to  be  a gentleman  in  all  circumstances  is 
to  cut  down  on  ninety  percent  of  nervousness. 
The  heart  is  a built-in  lie-detector.  If  a man 
tries  to  bluff  or  cheat,  misrepresenting  himself 
or  his  product,  the  pace  of  the  heart  quickens 
or  becomes  irregular. 

Most  of  all  the  heart  should  not  have  to  feel 
the  unrelenting  strain  of  indecision.  The  master 
will  have  to  choose  one  road  or  another.  If  he 
chooses  the  old  road  (of  his  marriage  or  his 
work),  he  will  have  to  resign  himself  and  re- 
dedicate himself  to  follow  it.  If  he  has  to  choose 
a new  road  and  if  he  makes  his  choice  stead- 
fastly and  with  real  arrogance,  the  heart  will 
cany  him  along. 
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SHOULD  THE  FDA 
CONTROL  MEDICAL  DEVICES? 

" Clearly  defined 
authority  is  warranted " 


Theodore  J.  Carski 

Chairman,  Government  Liaison  Committee 

Medical-Surgical  Manufacturers  Association 

The  medical  device  industry  is  composed  of 
many  different  types  of  often  unrelated  busi- 
nesses, a situation  with  few  parallels  in  the 
nation.  Consequently,  among  device  manufactur- 
ers, there  is  no  recognized  single  body  that  has 
the  expertise  to  evaluate  devices  which  are  now 
on  the  market  or  which  might  be  developed  in 
the  future.  And  it  follows  that  under  the  cir- 
cumstances it  would  be  particularly  difficult  to 
establish  a uniform  code  and  to  administer  it 
both  intelligently  and  effectively. 

This  does  not  mean  that  the  Medical-Surgical 
Manufacturers  Association  opposes  government 
regulation  or  additional  legislation.  In  fact,  it 
favors  specific  legislation  in  those  instances 
where  there  is  no  remedy  in  existing  law  for 
illegal  or  potentially  hazardous  devices.  These 
devices  must  be  upgraded  or  eliminated. 

However,  the  far-reaching  powers  that  the 
agency  would  have  under  the  medical  device 
safety  bill  are  entirely  too  broad.  Because  the 


wording  in  the  bill  is  so  general,  FDA  might 
assume  jurisdiction  over  medical  devices  of  every 
description,  from  simple  hospital  furniture  like 
a foot  stool  to  such  sophisticated  instruments  as 
cardiac  pacers,  to  products  that  still  are  on  the 
drawing  boards  — artificial  hearts,  for  example. 

FDA  spokesmen  emphasize  that  some  devices 
are  exempt  from  this  broad  legislation,  and  we 
are  told  that  hearings  will  establish  the  intent 
of  the  bill.  We  in  industry  suggest  that  national 
legislation  be  written  to  the  needed  specifics 
now.  We  should  not  regard  legislation  by  the 
intent  of  the  present  administration,  because 
future  administrators  might  introduce  broader 
interpretations  of  the  bill. 

We’d  all  be  understandably  concerned  if  the 
nation  were  confronted  by  a suggestion  to  ban 
the  sale  of  liquor  to  make  our  highways  safer. 
Regimenting  the  entire  population  in  this  way 
because  of  the  relatively  few  drunk  drivers  is 
obviously  not  a reasonable  answer  to  this  prob- 
lem. Nor  would  it  be  for  the  medical  and  surgical 
device  manufacturers  if  virtually  all  our  products 
were  subjected  to  blanket  legislation  intended  to 
root  out  the  relatively  few  illegal  devices.  The 
bill  provides  an  elephant  gun  to  kill  a mosquito. 

One  particularly  undesirable  consequence  of 
the  proposal  would  be  the  stifling  of  what  is 
now  extremely  close  collaboration  between  in- 
dustry and  the  health  professions.  Devices  are 
the  tools  of  medicine,  frequently  made  to  the 
design  specified  by  the  physician  or  hospital- 
based  professional.  As  device  manufacturers,  we 
regard  ourselves  as  a significant  force  in  the 
development  of  new  techniques  for  better  patient 
care.  In  recent  years,  industry’s  voluntary  — and 
sometimes  costly  — participation  in  device  de- 
velopment has  led  to  such  noteworthy  innova- 
tions for  medicine  as  gas  endarterectomy  devices, 
cardiac  pacers,  and  cryoprobes,  to  name  a few. 
Overly  restrictive  regulation  of  new  devices 
might  make  it  commercially  impractical  for  man- 
ufacturers to  continue  to  offer  custom  services 
to  individual  specialists. 

Instead  of  encouraging  the  expansion  of  our 
efforts  in  this  area,  broad  regulatory  powers 
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vested  in  the  federal  government  would  prompt 
ns  to  rely  on  proven  methods  and  instruments. 
Innovation,  always  the  backbone  and  certainly 
the  future  of  better  patient  care,  will  be  ex- 
cluded. Only  by  permitting  the  traditional  co- 
operation between  industry  and  the  professional 
will  medical  technology  continue  to  grow  as  it 
has  in  the  past  decade. 

Alternative  Bill  Recommended 

New  legislation  should  be  approached  in  close 
union  with  all  those  who  are  involved  in  the 
total  health  community,  and  only  after  federal 
authority  under  the  existing  legislation  is  fully 
utilized.  Where  specific  legislation  is  required 
to  solve  existing  problems,  it  should  be  limited 
to  areas  of  need. 

We  feel  that  new  legislation  would  most 
benefit  patient  care  only  if  the  authority  it  be- 
stows were  spelled  out  in  specific  terms.  There- 
fore, as  an  alternative  to  the  medical  device  safe- 
ty bill,  we  recommend  legislation  providing  for: 

1.  Pre-market  clearance,  restricted  specifically 
to  implants  and  therapeutic  devices.  Devices 
custom-made  for  physicians,  those  not  generally 
available  in  finished  form,  and  those  marketed 
before  the  law  becomes  effective,  would  be 
exempt  from  preclearance. 

2.  Extension  to  all  devices  the  requirement 
that  they  be  manufactured,  processed,  and  pack- 
aged in  accordance  with  good  manufacturing 
practices.  Industry  would  be  subject  to  inspec- 
tions under  this  provision. 

3.  A mechanism  for  submitting  periodic  re- 
ports and  records  on  all  devices  for  which  pre- 
market clearance  is  necessary. 

4.  Plant  registration  requirements  for  all  firms 
that  manufacture  medical  devices. 

The  Medical-Surgical  Manufacturers  Associa- 
tion feels  that  such  a bill  would  set  up  only  the 
necessary  regulatory  powers;  it  would  not  re- 
quire complex  provisions  to  exclude  those  de- 
vices that  are  not  to  be  covered.  We  are  confi- 
dent that  such  a bill  would  give  FDA  adequate 
added  powers  without  hampering  progress  and 
development  in  the  device  field. 

Source:  MEDICAL-SURGICAL  REVIEW,  a 
Chapman-Rheinhold  publication. 


April  26,  1968 

Mr.  Bruce  E.  Robinson 
Managing  Editor 
Arizona  Medicine 
4601  North  Scottsdale  Road 
Scottsdale,  Arizona 

Dear  Mr.  Robinson : 

Two  bills  that  could  dramatically  affect  med- 
ical practice  are  attracting  the  attention  of  an 
(increasing  number  of  medical  organizations. 
Thus  far,  they  seem  to  have  escaped  any  sig- 
nificant coverage  in  professional  publications. 
The  first  bill  would  give  the  Food  and  Drug 
Administration  the  authority  to  set  pre-market 
clearance  and  national  standards  for  a variety  of 
medical  devices.  The  other  would  establish  a 
commission  to  study  the  medical  device  field 
before  granting  any  new  jurisdiction. 

In  the  Second  Quarter  issue  of  MEDICAL- 
SURGICAL  REVIEW,  four  top  spokesmen  dis- 
cuss the  two  bills  and  their  implications  for  med- 
icine. Would  federal  preclearance  requirements 
discourage  researchers  from  developing  new 
therapeutic  devices,  or  restrict  manufacturers 
from  marketing  them?  Should  FDA  have  only 
limited  authority?  Or  is  it  now  necessary  for 
FDA  to  have  broad  jurisdiction  over  medical 
devices? 

The  enclosed  editorial  package,  reprinted  from 
the  current  issue  of  MSR,  is  the  only  in-depth 
analysis  that  has  been  published  on  this  issue, 
which  will  soon  be  aired  in  the  House  subcom- 
mittee on  public  health  and  welfare. 

Feel  free  to  reprint  the  articles  or  abstract 
them  appropriately  in  your  publication.  We  re- 
quire only  that  you  credit  “MEDICAL-SURG- 
ICAL REVIEW,  a Chapman-Reinhold  publica- 
tion” as  the  source,  and  that  you  send  me  a copy 
of  the  issue  in  which  the  material  appeals. 

Please  don’t  hesitate  to  get  in  touch  with  me 
directly  if  you  have  any  questions. 

Sincerely, 

Edward  M.  Friedman 

Editor 

MEDICAL-SURGICAL  REVIEW 

The  above-mentioned  editorials  will  appear  in  consecutive  issues 
of  Arizona  Medicine.  The  first  one  appears  on  page  582  of 
this  issue. 
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On  March  2,  1968,  the  medical  profession  of 
the  State  of  Arizona  lost  one  of  its  most  under- 
standing and  selfless  practitioners.  Doctor  Lorel 
A.  Stapley,  age  46,  passed  away  in  St.  Joseph’s 
Hospital  after  a two-week  terminal  illness.  He 
was  a member  of  a pioneer  Arizona  family,  and 
was  raised  in  Phoenix,  in  what  is  now  the  down- 
town area,  before  the  era  of  the  automobile  and 
paved  streets.  He  attended  Phoenix  Union  High 
School,  the  only  high  school  in  the  Phoenix 
community  at  that  time,  and  subsequently  re- 
ceived his  B.S.  degree  and  M.D.  degree  from 
Northwestern  University  in  1943  and  1946  re- 
spectively. He  served  an  internship  at  Los  Ange- 
les County  General  Hospital,  and  then  served 
as  a Captain  in  the  Army  Medical  Corps  from 
1946  to  1948.  Upon  completion  of  his  tour  of 
duty,  he  became  a Fellow  in  Pathology  at  the 
Mayo  Foundation  from  1948  to  1951.  From  there 
he  returned  to  Phoenix  and  went  into  partner- 
ship with  Doctor  Onie  O.  Williams  in  the  prac- 
tice of  Pathology  at  St.  Joseph’s  Hospital.  Until 
a heart  attack  in  1960,  he  served  as  Chief  Path- 
ologist at  St.  Joseph’s  Hospital.  Because  of  this 
illness,  he  had  to  resign  from  the  position  of 
secretary  of  the  Arizona  Medical  Association. 

Despite  intermittent  illness  until  the  time  of 
death,  Doctor  Stapley  served  in  a number  of 
capacities,  including  director  and  chairman  of 
Medical  Education,  chairman  of  the  Board  of 
the  Arizona  Tumor  Registry,  trustee  of  the 
Southwest  Blood  Banks  and  the  Blood  Service 


Plan  Insurance  Company,  and  a board  member 
of  the  Arizona  Division,  American  Cancer  Soci- 
ety. He  held  memberships  in  the  Maricopa 
County  Medical  Society,  Arizona  Medical  Asso- 
ciation, American  Society  of  Clinical  Patholo- 
gists, The  American  College  of  Pathologists, 
International  Society  of  Pathology,  The  Arizona 
Society  of  Pathologists,  The  Electron  Microscope 
Society  of  America,  and  the  American  Medical 
Association.  Since  1951  he  had  been  a diplomate 
of  the  American  Board  of  Pathology,  certified  in 
both  anatomic  pathology  and  clinical  pathology. 

Doctor  Stapley  is  remembered  as  not  only  a 
leader  in  his  chosen  field  of  Pathology,  but  also 
as  a man  of  warmth,  generosity,  and  highest 
integrity.  Every  task  he  undertook,  he  did  so 
with  enthusiasm  and  perseverance.  If  his  charac- 
ter held  any  fault,  it  was  that  he  never  was  able 
to  say  “no”  to  anyone.  It  was  only  under  the 
duress  of  his  illness  and  its  resultant  incapacities 
that  he  felt  obliged  to  reduce  his  deep  felt 
responsibilities.  Phoenix  and  the  State  of  Arizona 
have  lost  an  outstanding  citizen.  The  physicians 
of  Arizona  have  lost  a dear  colleague  and  friend. 
We  shall  miss  him. 

Doctor  Stapley  is  survived  by  his  wife,  Janet; 
a son,  Kim  S.;  two  daughters,  Andrea  I.  and  J. 
Meria;  his  mother,  Mrs.  Carroll  Kemp  of  La 
Mesa,  California;  two  sisters,  Mrs.  Mildred  S. 
Bimson  of  Scottsdale  and  Mrs.  Patricia  Norton 
of  La  Mesa;  and  a brother,  D.  Thomas  Stapley 
of  Mesa. 
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MR.  AL  GIBBS  (L),  A.  H.  ROBINS  COMPANY,  AND  PRESIDENT  ARTHUR  V.  DUDLEY,  M.D.  (R)  PRESENT  THE  COVETED  A.  H.  ROBINS  COMMUNITY 
SERVICE  AWARD  TO  CHARLES  E.  HENDERSON,  M.D. 


DR.  DODSON  < L)  RECEIVES  HIS  EXHIBIT 
ATTENDANCE  AWARD. 


DR.  DU  VAL  (L)  THANKS  EVERYONE  FOR  THE 
AMA-ERF  CHECK  FOR  $8,054.19. 


ANNUAL  MEETING  HIGHLIGHTS 


TWO  OLD  FRIENDS, 
ONE  COMING,  ONE 
GOING 


DR.  DUDLEY,  (R) 

PRESENTS  DR.  DYSTERHEFT 
HIS  LONG-LOOKED-FOR 
PAST-PRESIDENT’S  PLAQUE 


WILLIAM  E.  CRISP,  M.D. 
RECEIVES  THE  MEAD  JOHNSON 
AESCULAPIUS  AWARD  FOR  HIS 
OUTSTANDING  SCIENTIFIC 
EXHIBIT  “THE  APPLICATION 
OF  CRYOSURGERY  TO  GYNECOLOGIC 
MALIGNANCY” 
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THE 
STEAK 
FRY  WAS 
FUN  TOO! 


MRS.  ROBERT  MASON 
MRS.  GEORGE  S.  ENFIELD 
DR.  JOHN  A.  ASH 
MRS.  ALFRED  F.  MILLER,  JR. 


DR.  HERBERT  C.  BROWN 
MRS.  ELVIE  B.  JOLLEY 
MRS.  CLARE  JOHNSON 
MRS.  C.  C.  LONG 


TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


BOARD  OF  MEDICAL  EXAMINERS 
STATE  OF  ARIZONA 


The  following  doctors  of  medicine  were  issued 

licenses  to  practice  medicine  in  the  State  of 

Arizona,  on  April  13,  1968: 

4838  BARNES,  William  Wayne  (OTO),  1200 
North  State  St.,  Los  Angeles,  Cal.  90033. 

4839  BLAISDELL,  John  (GS),  11  N.  Canyon 
Drive,  Sierra  Vista,  Ariz. 

4840  BROOKS,  Robert  Autry  (PATH),  St.  Jo- 
seph’s Hospital,  Phoenix,  Ariz.  85013. 

4841  CASPER,  Peter  Jon  (D),  Oakland  Naval 
Hospital,  Oakland,  Calif. 

4836  CHESNUT,  James  Lyons  (GS),  6030  E. 
Lafayette  Blvd.,  Scottsdale,  Ariz.  85251. 

4842  DUGAN,  Victor  Henry  (GP),  5801  East 
Main  St.,  Mesa,  Ariz.  85201. 

4843  HARRIS,  Howard  Dennis  ( PM ) , 100  East 
4th  St.,  Scottsdale,  Ariz.  85251. 4 

4844  KREIDER,  Herbert  Dale  ( PD ),  St.  Chris- 
topher’s Hospital,  Philadelphia,  Pa.  19133. 

4837  KUNKEL,  Donald  Barry  (GP),  HHC 
1st  Infantry  Div.,  APO  San  Francisco 
96345. 

4845  LANE,  Mark  Harold  (N),  1010  Las  Lom- 
as Rd.,  N.E.,  Albuquerque,  N.Mex.  87106. 

4846  MacGREGOR,  Robert  Julius  (R),  Sierra 
Vista  Hospital,  Sierra  Vista,  Ariz. 

4847  MARTIN,  Jerry  George  (OBG),  1355 
North  Beaver  St.,  Flagstaff,  Ariz. 

4848  MEINSTEIN,  Charles  (OTO),  631  - 9th 
St.,  Douglas,  Ariz. 

4849  MELVIN,  John  Noble  (ANES),  3800 
North  Central  Ave.,  Phoenix,  Ariz. 

4850  NESSELBUSH,  Orval  Pilgrim  ( D),  22030 
Sherman  Way,  Canoga  Park,  Calif.  91303. 

4851  POGGI,  JR,  Joseph  Thomas  ( OBG ) , 4317 
North  38th  St,  Phoenix,  Ariz.  85018. 

4852  RUESCH,  McLAREN  (GP),  Drawer  R, 
Miami,  Ariz.  85539. 

4853  URREA,  Donald  (N),  Veterans  Admin- 
istration Hospital,  Phoenix,  Ariz.  85012. 

4854  VARLEY,  Allan  Bert  (GP),  301  Henri- 
etta St,  Kalamazoo,  Mich. 


4855  WEINRACH,  Roy  Sylvan  ( IM ),  Woman’s 
Medical  College,  Philadelphia,  Pa. 

4856  WHITE,  Donal  Lawrence  (P),  1930  East 
6th  St,  Tucson,  Ariz.  85719. 

4857  YOST,  Gerald  Clark  (PD),  USPHS  Hos- 
pital, Fort  Defiance,  Ariz.  86504. 

The  following  doctors  of  medicine  are  prac- 
ticing under  Temporary  Licenses  as  indicated: 

Expires 

1212  ALLERS,  Olga  E.  (PD),  Maricopa  Co. 


Health  Dept,  Phoenix  10/10/68 

1208  AUSTIN,  John  H.  M.  (R),  Yuma, 

Ariz 10/  1/68 

1214  BANKER,  Vincent  P.  (R),  Yuma, 

Ariz 10/22/68 

1196  BARR,  Richard  C.  (OBG), 

Cochise  Co.  Hospital,  Douglas.  . 7/18/68 
1207  CARTER,  Dorothy  L.  (GP), 

Pima  Co.  Hospital,  Tucson  ....  9/29/68 
1213  DREESE,  Mitchell  J,  Doctors 

Hospital,  Phoenix  10/12/68 

1191  GRIMSLEY,  JR,  William  T. 

(GP),  Miami,  Ariz 5/20/68 

1215  HOLT,  Julian  B.  (R), 

Yuma,  Ariz 10/22/68 

1209  JONES,  John  S.  Roger  (GP), 

Grand  Canyon,  Ariz 10/  4/68 

1211  KEENE,  Richard  J.  (R), 

Yuma,  Ariz 10/10/68 

1205  ORRIS,  William  L.  (GP), 

Bisbee,  Ariz 9/27/68 

1200  RANDOLPH,  William  Alan 

(GS),  Globe-Miami,  Ariz 8/  /8/68 

1193  RICE,  Francis  B.  (GP), 

. Superior,  Ariz 6/15/68 

1190  SPAETH,  Alexander  (GP), 

Carl  Hayden  Com.  Hosp, 

Tucson  (Renewal)  5/  8/68 

1210  SUYDAM,  Melvin  J.  (R), 

Yuma,  Ariz 10/  8/68 

1204  WALKER,  Phillip  ( GP ) , Arizona 
State  Hospital,  Phoenix 
(Renewal)  9/25/68 
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More 

Serpasil-Esidrix  2 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

or  less 

Serpasil-Esidrix  1 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N,J. 


CIBA 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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IE0MYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short.. 


start  with  „ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin,  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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101  East  Fourth  Street,  Scottsdale 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  . . 

Scottsdale's  Newest  & Finest  Medical  Building 


, Arixoraa 
CUSTOM  SUITES 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 

OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D, 
PSYCHIATRY 

Murray  Urie,  M.D. 


INTERNAL  MEDICINE  & CARDIOLOGY  PLASTIC  & RECONSTRUCTIVE  SURGERY 

John  F.  Currin,  M.D.,  F.A.C.P.  Richard  O.  Kiraly,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 


GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946*9091 


Dtedical  Center  'X-faif  and  Clinical  XafaratcHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7-6064 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  Habit  forming.  . . 21  Big. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MLfDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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See  for  yourself 
the  professional 

MED  AC 

Billing  and 
Bookkeeping  Service 


IT  S A “PERSONAL  TOUCH”  SERVICE  THAT  YOU  CONTROL! 


>fc  All  records  stay  in  your  office  at  all  times ! 

Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 


WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-2718  Burt  Becker  624-8711 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally- not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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COCA  COLA  ANO  -COKE"  ARE  REGISTERED  TRADE  MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


' COKE  HAS  THE  TASTE  YOU  NEVER  GET  TIRED  OF.” 
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NOW,  AVAILABLE  FROM  ArMA 
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ATTENDING  PHYSICIAN  S STATEMENT  - HEALTH  INSURANCE  CLAIM  - GROUP  OR  INDIVIDUAL 
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ORDER  YOURS  TODAY  AND  STOP  THE  CONFUSION 
OF  MULTIPLE  INSURANCE  FORMS 

samples  available  on  request 


COST:  $1.50  per  hundred 


To:  Arizona  Medical  Association 
s|  4601  N.  Scottsdale  Rd.,  Scottsdale,  Arizona  85251 

I Please  send  me hundred  approved  insurance 

I forms  costing  $1.50  per  hundred. 

Name  

I Address 

i Bill  Me:  □ Payment  Enclosed:  □ 
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NATIONAL 

CASUALTY 


COMPANY 

. OF  DETROIT,  MICHIGAN 


Income  Protection  Program 
Many 

Coverage  Improvements 
Plus 

L-l-M-l-T-E-D 

OPEN  ENROLLMENT 

For  ALL  Eligible  Members 


Arizona  Representatives 

CHARLES  A.  de  LEEUW 

3424  NORTH  CENTRAL  AVENUE 
(PHONE  266-2403) 

PHOENIX 

RONALD  E.  DEITRICH 

SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  623-7941) 

TUCSON 


Full  Details  Coming 
To  Members  By  Mail 
. Watch  for  the  Material. 

It  Is  IMPORTANT 
. Even  Though  You  Are 
Already  Protected 


• ■ • SIN Cf  ig53 


Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


raTpsycfnai ry  and  neuro 


psychoan 

' r. 


clinical  psychology  ° 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571  9 FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


Space  vacated  by  internist  now  available  in 
new  medical  center  — northwest  location  — 
for  GP  or  internist.  Extremely  heavy  patient 
volume  reflects  20  years  successful  practice  in 
this  area.  Ultra  modern  facilities  for  lease  in- 
clude all  utilities,  janitor  service,  ample  private 
parking.  Present  tenants  include  pharmacy, 
x-ray,  lab,  dental.  333  West  Hatcher  Road, 
Phoenix.  Telephone:  944-3328. 


Situation  Wanted:  Board  Certified  general  sur- 
geon desires  to  relocate  to  Arizona.  Age  42 
years;  licensed  in  Arizona;  would  consider  ad- 
ministrative part-  or  full-time  position.  Reply 
Box  64-3,  Arizoina  Medicine,  4601  N.  Scotts- 
dale Road,  Scottsdale,  Arizona  85251. 
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WANTED:  Medical  Associate  for  Clinic  (General) 
with  Arizona  license;  guarantee  $25,000  plus 
percentage  to  the  right  person.  Reply  Box 
9515,  Phoenix,  Arizona  85020. 

Suites  available  in  established  medical  build- 
ings in  Colorado  Springs,  Colorado.  Desirable 
locations  in  expanding  areas.  Near  hospitals. 
Full  suites  or  can  share.  For  additional  informa- 
tion contact:  K.  E.  Gloss,  M.D.  2808  W.  Colora- 
do Avenue,  Colorado  Springs,  Colo.,  or  J.  F. 
Pieper  (947-4448)  Scottsdale,  Arizona. 

Young  internist  with  subspecialty  in  pulmonary 
diseases  seeks  practice  opportunity.  Would 
consider  part-time  position  in  hospital  pulmon- 
ary function  area.  Licensed.  Military  obligation 
completed.  Reply  Box  68-5,  Arizona  Medicine, 
4601  N.  Scottsdale  Road,  Scottsdale,  Arizona 
85251. 

FOR  SALE  in  groups  or  as  whole:  New  Brown- 
Buerger  and  Prof.  Nitze  Cystoscopes;  new  uro- 
logical, gynecological,  obstetric,  orthopedic  and 
general  surgery  instruments;  Leitz-Wetzler  mic- 
roscope — new  bifocal  lens,  extra  lens;  Leitz 
and  Levy  counting  chambers,  50%  plus  off; 
Burdick  diathermy  — new  condition,  surgical 
attachments;  Brontoscopic  sterilizer  and  carry- 
ing case;  Betz  obstetrical  table.  Contact  Mrs. 
L.  M.  Herbert,  339  West  Moreland,  Phoenix 
(252-2605). 


TofightTB- 
f ind  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25's. 


330-8/6135 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Address  all  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 

Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  tne  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


ARIZONA  MEDICINE 


Index  to  Advertisers 


Abboit  Laboratories 

Enduron/Eudronyl/Eutron  541-545 

Aztec  Film  Productions  599 

Blue  Cross/Blue  Shield  538 

Breon  Laboratories 

Fergon  596 

Bristol  Laboratories 

Tetrex-F  591 

Burroughs-Wellcome  & Co.,  Inc. 

Neosporin  590 

Camelback  Hospital  552 

Camelback  Professional  Building  598 

Ciba  Pharmaceuticals 

Serpasil/Esidrix  589 

Classified  599-600 

Coca  Cola  Co.,  The 

Coke  596 

Doctors'  Central  Directory  599 


Eli  Lilly  & Co. 


Darvon  Compound-65  564 

Geigy  Pharmaceuticals 

Siemens’  Ultratherm-608  546 

Tegretol  536,  537 

HBA  Life  Insurance  Co 592 

Hobby  Horse  Ranch  School 600 

Hospital  Medical  Center 540 

Hynson,  Westcott  & Dunning 

Lactinex  533 

Lederle  Laboratories 

Achrocidin  553 

Peritinic  594 

Tine  Test  563,  600 


McNeil  Laboratories 

Parafon  Forte  551 

Medical  Center  X-ray  & Clinical  Laboratory  593 


Merck  Sharp  & Dohme 

Elavil 534 

Moore  & Sons  Air  Ambulance  Service  563 

National  Casualty  Company  598 

101  East  Fourth  Street  Medical  Building 593 


Parke,  Davis  & Co. 

Dilantin Inside  Front  Cover 


Pharmacy  Directory  599 

Pitman-Moore  Division  of  The  Dow  Chemical  Co. 

Novahistine  LP  548 

Poythress  & Co.,  Wm.  P. 

Mudrane  594 

Trocinate  540 

Robins,  A.  H. 

Ambar  #2  Extentabs  547 


Roche  Laboratories 

Valium  Back  Cover 

Rorer,  Inc.,  Wm.  H. 


Emetrol 595 

Parapectolin  563 


Searle  & Co.,  G.  D. 

Flagyl 602,  Inside  Back  Cover 


Sievert,  Danny  T. 

Insurance  598 

Stuart  Co. 

Mylanta  549 

Valley  National  Bank 595 


While  Laboratories 

Mol-Iron  Panhemic  Chronosule 


550 


True  Drug  Failure... 


How  often  does  it  occur 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and  head- 
ache sometimes  occur,  especially  with  concom- 
itant ingestion  of  alcohol.  The  taste  of  alcoholic 
beverages  may  be  altered.  Other  effects,  all  re- 
ported in  an  incidence  of  less  than  1 per  cent,  are 
diarrhea,  dizziness,  vaginal  dryness  and  burning, 
dry  mouth,  rash,  urticaria,  gastritis,  drowsiness, 
insomnia,  pruritus,  sore  tongue,  darkened  urine, 
anorexia,  vomiting,  epigastric  distress,  dysuria, 
depression,  vertigo,  incoordination,  ataxia,  ab- 
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